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AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 
Patient Full Name: 




Any other names used: 






Birth Date: 



 Social Security Number: 

/
/


Address: 















Telephone: (

)


 
Dates of Treatment to be Released: 




I, 



, authorize 




 to disclose confidential health information from the above-named patient’s health information to 






             for the following purpose: □ At the Request of the Patient □ Other 







            















I will pick up my records             


Please mail my records to  





Please call me when they are ready


Please fax my records to     






Phone Number: 



I request the following information be disclosed:

□ Advance directives 


□ Discharge instructions

□ Medication records
□ Amendments



□ Discharge summary


□ Orders
□ Anesthesia records


□ Emergency department record

□ Outside records

□ Assessments



□ Graphic records (telemetry)

□ Operative and procedure reports

□ Care plan



□ History and physical reports

□ Pathology reports

□ Consent for treatment forms

□ Immunization records


□ Progress notes

□ Consultation reports


□ Intake/output record


□ Therapy and rehabilitation records

□ Detail bill



□ Laboratory reports


□ X-ray reports

□ Other 























I understand that my health information may contain information relating to: HIV, contagious diseases, psychiatric treatment, mental health treatment, substance abuse treatment, or other conditions which may be specifically protected by law and I authorize disclosure of that information.  I understand that once my health information has been disclosed, it will no longer be subject to federal privacy regulations and may be re disclosed by the person receiving it.
I understand that I may refuse to sign this authorization and that my treatment or payment for my treatment will not be affected if I do not sign this form unless my treatment includes research, or the research for my treatment is to disclose information to another person.

This authorization will expire on the following date or event (limited to one year from the signature date below): 



I understand that I can revoke this authorization in writing but that any revocation is not effective for disclosures that have already been made.  To revoke this authorization, contact: 

    Signature of Patient or Patient’s Personal Representative




Date
      Personal Representative’s Relationship to Patient






                                Witness Signature






Date

*If Request is Made by Personal Representative, Please Provide Documentation of Authority to Act on Behalf of Patient.
Norton County Hospital & Norton Medical Clinics


102 East Holme, PO Box 250 • Norton, KS 67654-0250


P: 785-877-3351 • F: 785-877-3093











