Authorization for Release of Medical Information


The undersigned authorizes the release of the medical information described below concerning_________________________  [name of patient], born ___________  [date], by_________________________________  [name of entity to whom release given] to _________________________________  [name of entity to receive information].
This authorization is limited to the following types of information:____________________________________________________________________ .
This authorization is limited to the following uses of the information released:____________________________________ .
This authorization shall remain valid only until_______________________________  [date].
 _______________________________________[Insert if authorization is signed by parent or guardian of minor for the purpose of making a claim for benefits or damages or for obtaining insurance for the minor: The undersigned is the_____________________________________________________  (parent or guardian) of__________________________________________________________ , a minor patient, whose records are to be furnished only for the purpose of_______________________________________  (making a claim for benefits or making a claim for damages or underwriting a life insurance policy to insure such minor)].
_____________________________________ [Name of patient] has the right to receive a true copy of this authorization. By placing _________________________________ [his or her] initials to the left of this clause on the original authorization________________________________________________  [name of patient] acknowledges that a true copy of this authorization has been received.
Dated:_____________________________ .
__________________________[Signature]
__________________________[Name]

