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AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION 

Resident ___________________________________ _ 

Facility ___________________________________ _ 

I authorize the Facility to disclose my health information, as described below: 

D Entire Medical Record

-----------0 R---------

P a rt i a I Medical Record, including the following information: 

□ Physician Orders □ Interdisciplinary Progress Notes

□ Laboratory Results □ Diagnostic Reports

□ Medication Administration Records □ Treatment Administration Records

□ Consultation Reports □ Other (please describe below)

I request that my medical records be produced in the following manner: 

Ml 

D Electronic copies produced via CD or USB Jump drive (circle one only) and sent to me via Fed Ex at:

D Electronic copies produced via secure electronic link to following email _____________ _

I understand that I will be charged the reasonable cost based fee for completing this request and, if mailed, for the 

Fed Ex shipping charges. I understand that I must provide payment in response to the invoice for the release of the 

requested records. 

I understand that the disclosure of my medical record could include information relating to acquired 

immunodeficiency Syndrome(AIDS), human immunodeficiency virus (HIV), behavioral health services of psychiatric 

care, mental health treatment, or treatment for alcohol and/or drug abuse, and by my signature, I understand that 

I am waiving and privilege applicable to these records and expressly authorizing the disclosure of this information. 

I consent for the Facility to release my medical records to the following individual, entity or organization: 

I expressly waive any laws, regulations and rules of ethics which might prevent any health care provider who has 

examined or treated me from disclosing my records pursuant to this Authorization. 

I understand that if the person or entity receiving the information is not a healthcare provider or health plan covered 

by the federal Privacy Rule, the information disclosed as described above may be re-disclosed and no longer 

protected by the Rule. I understand that I may revoke this authorization in writing at any time through a written 

letter addressed to the organization's Medical Record coordinator, except to the extent that action has been taken 

in reliance on the authorization. 
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