

Authoriziation to Release Medical Information 

Patient’s Name: _______________________  Patient’s Date of Birth: ______________
1. I request and authorize Siegfried, Porter, and Associates, PC to

(please check one or both) (Provide
(Receive   
information in my health records 

(please check one or both )( to

(from   
the following individuals/agencies

· _____________________________________________
· _____________________________________________

· _____________________________________________

· _____________________________________________
I understand that this authorization includes permission to release information related to the history, diagnosis and/or treatment of any psychiatric problems, mental illness, drug abuse, alcoholism, sexually transmitted or communicable disease, AIDS, or test for infection with human immunodeficiency virus (HIV).

2. The requested information is to be sent to (name of doctor, hospital, person or organization where records should be sent):

Name: ______________________________________________________________________
Address: ______________________________________________________________________
3. The information to be released and the records to be sent include (please provide dates of treatment and specific records):

______________________________________________________________________
______________________________________________________________________
4. Purpose/reason for release of records (explain): ______________________________________________________________________
5. The release of this information expires on ____________________________.

6.  I understand the nature of the authorization and that this authorization can be revoked at any time by the person giving authorization, with a written and dated notice, except to the extent that disclosure made in good faith has already been made prior to receipt of the revocation.

7. I understand that my treatment is not conditioned on obtaining this authorization.

-------------------------------------------------------------------------------------------------------------------
Printed Name of Patient: ______________________________ Date: _____________
Signature of Patient: _________________________________
Printed Name of parent/legal guardian (if patient is a minor):______________________
Signature of Patient’s parent/legal guardian: __________________________________
