MEDICAL RECORDS RELEASE FORM
Authorization to release health information
[Practice or organization name]
[Address, phone, and the fax or secure email for records requests]
THE PATIENT
Full name: [Legal name, and any other name on past records]
Date of birth: [Date]
Address and phone: [Current address and phone]
Record number: [If known]
RELEASE FROM
Practice or clinician: [Who holds the records and will send them]
Sites included: [This site only, or the other locations of this organization that hold records]
SEND TO
Person or organization: [Name, and the clinician, department, or claim number]
Address: [Mailing address]
How to send: [Secure fax, secure email, portal, or mail, with the number or address confirmed with the recipient]
Contact: [Name and phone for questions]
WHAT TO RELEASE
Dates of care: [From and to, or all dates]
Mark yes or no for each.
Visit notes and consultation letters: [Yes or no]
Test results and imaging reports: [Yes or no, and which ones]
Medication, allergy, and immunization lists: [Yes or no]
Hospital, surgery, and discharge reports: [Yes or no]
Billing and payment records: [Yes or no]
The whole record for these dates: [Yes or no]
Something else: [One report, one visit, or other records, described]
SENSITIVE INFORMATION
These records are sent only if you say yes to each one. Some laws protect them more strictly, and some ask for your written permission for each kind.
Mental health and counseling records: [Yes or no]
Substance use treatment records: [Yes or no, and the program's name if they come from a treatment program]
HIV and sexually transmitted infection tests and care: [Yes or no]
Genetic test results: [Yes or no]
Reproductive and sexual health care: [Yes or no]
Psychotherapy notes that a therapist keeps apart from the main record are not released with this form. They need a separate authorization.
WHY
Purpose: [Continuing care with a new clinician, an insurance or disability claim, a legal matter, at my request, or other]
WHEN THIS ENDS
End date or event: [A date, or an event such as when the records arrive or when the claim is decided]
This form can't be used after that date or event, or after you cancel it.
YOUR RIGHTS
Your choice: Your care here, payment for it, and any benefits you're eligible for don't depend on whether you sign. [Or, if the visit is only to produce information for this recipient, such as an insurer's exam, what happens if you don't sign]
If you sign or don't: [What signing makes possible, such as your new clinician seeing your history, and what refusing may mean, such as a claim taking longer]
To cancel: You can cancel this form at any time. Tell [Records contact, address, or email], [in writing, or the other ways we accept]. Cancelling stops future releases. It doesn't recall information already sent.
After it is sent: The recipient may share the information again, and the privacy law that protects it here may no longer apply to it.
Fees: [Any fee for copies and who pays it, or no charge]
Your copy: You will get a copy of this signed form.
Your own records: You don't need this form to get a copy of your own records. [How to ask for your own records]
SIGNATURE
Patient: [Signature, printed name, and date]
If someone signs for the patient: [Name, relationship, and the authority they sign under, such as a power of attorney for health care, a guardianship order, parent of a child, or executor of the estate, with a copy attached]
Witness or staff member: [Name and date, if your organization requires one]
FOR OFFICE USE: RELEASE LOG
Received: [Date, from whom, and how]
Identity and authority checked: [How, and by whom]
Checked on the day of release: [Every part filled in, not expired, not cancelled]
Released: [Which records, with dates, and the number of pages or files]
Held back: [What wasn't sent, and why, or nothing held back]
Sent: [Date, method, destination confirmed, and staff name]
Copy of this form: [Given to the patient, and filed in the record]
Cancelled: [Date and how, or not cancelled]
