HIPAA Release Authorization Form

I hereby authorize the release of my protected health information as described below.

Patient Name:

| |

Date of Birth:

| |

Nane of Provider or Facility:

| |

Information to be Released:

Recipient (Person/Organization to Receive Information):

| |

Purpose of Disclosure:

| |

Expiration Date (or Event):

| |

Signature:

| |

Date Signed:

| |
Submit
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