
HIPAA AUTHORIZATION FOR USE AND DISCLOSURE FORM 

Patient Name: Date of Birth: 
-------------

Address: Phone#: 
-------------

Previous Name(s): Medical Record#: 
-------------

1. Authorization
You may use or disclose the following health care information (check all that apply): 

□ All health care information in my medical record

□Health information in my medical record relating to the following treatment or condition:

□ Health care information in my medical record for the date(s): ________ _

□ Other (e.g.,x-rays,bills),specify,including date(s): ______________ _

□ Summary or explanation of PHI requested: _________________ _

You may use or disclose the following health care information regarding testing, diagnosis, 

and treatment, should it be found in my records, only if checked below: 

□ HIV (AIDS Virus)

□ Psychiatric disorders/ mental health

records

□ Sexually transmitted diseases/

communicable diseases

□ Reproductive Health records

□ Drug and/or Alcohol use/ substance Use

disorder

You may disclose this health care information to: □ Self □ 3rd Party/Organization/Individual 

Via □ paper format □ electronic format 

If to self: 

□I want my records physically mailed to me at

(include full address):

Address: ____________ _ 

City: __________ State: 

Zip: ____ _ 

If to 3rd Party/Organization/Individual: 

□ I will pick up my records from the practice
facility when they are ready

Name (or title) and Organization to receive records: ______________ _ 

□ Mailed to:

Address: 
---------------------

City: ___________ State: __ Zip: ____ _ 

□ E-mailed to:
----------------

NOTE: Printed copies of this document are uncontrolled. In the case of a conflict between printed and electronic 

versions of this document, the controlled version published on line prevails. 
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