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HrPAA AUTH9RTZATTON FORM TO
RALEASE INFORMATION

DATE:

CHILD'S NAME DATE OF BIRTH

I authorize my provider and the administrative staff of THI CHILDREN'S
MEDICAL GROIIP to use and disclose protected health information to:

Doctor:

Address:

City:

State / Zip Code:

Area Code & Phone Number: (

Reasons for release:
r transferring to a new doctor
tr for a specialist

n for a court proceeding
n other (please explain)

Specific dates of service requested:

This authorization shall be in force and effect for I year from the
above date at which time it will expire. I understand that I have the
right to revoke this authot'tzation in writing except when records
have been disclosed in reliance with this authorization'

This foffi ruthorizce the rskase of protected health information that
may inelude treatment pertaining to psychiatric conditions' alcohol
or substancc fbu$€, mquirod immunodcfieienry ryndrome (AIIIS) or
test for infection with IIIV.

If th* os{ity rmi+ilg {hie iaftrsefu i* e bsalth c*ro priovider' the
lnformetion aaf be fe-rel€af€d xitl the eonsent of the undersigned.

Signaturc of Parent or G*ardhn or palient ovsr l8 Ilavtimo PLono

[3SOK trFSK trMOII trflP CHJ []RBK ENBG
Steff Initials

& Staff Location 03n2l07l\/P


