
1801 Hwy 99 North
Suite 2
Ashland OR 97520
PH 541.488.4464
FAX 541.488.3772

Authorization to Disclose 
Medical Records

This authorization must be written, dated and signed by the patient or by a person authorized by law to give this authorization.

I authorize _________________________________ to release a copy of the medical information 
(name of hospital/health care provider)

for _________________________________  to ________________________________________ .
(name of patient) (name of and address of recipient)

This information will be used on my behalf for the following purpose(s): ________________________________

_________________________________________________________________________________

_____ All hospital records (including nursing records and progress notes)
_____ Transcribed hospital records
_____ Medical records needed for continuity of care
_____ Laboratory reports
_____ Pathology reports
_____ Diagnostic imaging reports
_____
_____
_____ Dental records
_____ Physical therapy records
_____ Billing statements
_____ Other: ____________________

_____ Please send the entire medical record (all information) to the above named recipient. The recipient 
understands this record may be voluminous and agrees to pay all reasonable charges associated with 
providing this record.

_____ HIV/AIDS related records (Must be initialed to be included in other documents)
_____ Mental health information (Must be initialed to be included in other documents)
_____ Genetic testing information (Must be initialed to be included in other documents) 
_____

description of information on reverse of this form).
_____ This authorization is limited to the following treatment: 

___________________________________________________________________
This authorization is limited to the following time period:
__________________________________________________________________

______________________________________________________ Date ________

-

reasonably needed to complete the request.

____________ ___________________________________________
Date Signature of patient or person authorized by law


