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I hereby authorize: _____________________________________________

to release to: __________________________________________________

records and information pertaining to:

________________________  ____________________  ______________
Name of patient            Medical record number     Date

____________________________________________  ________________
Address         Phone number

This authorization is limited to the following medical records and type of 
information:

This authorization shall become effective on ___________.  This consent is 
subject to revocation by the undersigned at any time between now and the 
release of information by the sending person, agency or institution.  I 
understand that I may revoke this authorization by writing a letter to this 
office and that my revocation will not affect actions take by this medical 
practice prior to the receipt of this letter of revocation.
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I understand that this information may not be further disclosed unless 
another authorization is obtained from me or unless such use of disclosure is 
specifically required or permitted by law.  I understand that I do not have to 
sign this authorization in order to get health care benefits (treatment, 
payment or enrollment). 

I understand that although federal law does not protect health information 
which is disclosed to someone other than another health care provider, 
health plan or health care clearinghouse, under California law all receipients 
of health care information are prohibited from re-disclosing it except as 
specifically required or permitted by law.

_______________________________________   _____________________
Patient or legally authorized individual signature   Date/time

_________________________________      ________________________
Printed name if signed on behalf of patient    Relationship to patient


