
I authorize the release of my health informa on to:  

Purpose of Disclosure:  

I authorize and request the designated record custodian of the Facility or Facili es iden ed above to 
disclose the following health informa on:    



The following types of informa on will be released UNLESS you check the box to decline authoriza on 
to release the informa on: 

This Authoriza on for the Release of Pa ent Health Informa on expires in twelve (12) months, unless 
a di erent date is speci ed here:  ___________ (date).   

I understand that:


