
                                                   

         Phone: 208-263-9757 Fax: 208-965-8128 

                                      Medical Records Release/Request Form 

As required by the Health and Accountability Act of 1996 (HIPAA), a practice may not use or disclose your 

identifiable health information without your authorization except as provided in our Notice of Privacy 

Practices. Your completion of this form means that you give permission for the uses and disclosure 

described below.  

Please review and complete this form carefully. It may be invalid if not fully completed. You may wish to ask 

the person you want to receive your information to complete those sections detailing the information to be 

released, and the purposes for the disclosure.  

Patient Date of Birth: ______________________                   Patient SSN: _____-_____-_____ 

I, ________________________________, hereby consent to release my medical records. 

I understand my medical records will be released TO/FROM: 

Person/Entity:___________________________________________________________ 

Address:_______________________________________________________________ 

Phone Number/Fax Number:_______________________________________________ 

 

Records that shall be released are: (please check all that apply) 

____ Notes for all dates of service in our office 

____Notes for a specific date of service: _______________ 

 

I understand and acknowledge that if none of the above options are checked, then my complete record will 

be disclosed. I understand that this authorization will remain in force until revoked by me in writing.  

REFUSAL TO SIGN AUTHORIZATION: I understand that by declining to sign this form my medical 

treatment and insurance benefits will not be affected, however, my medical records CANNOT be released. I 

understand that I may revoke this authorization at any time by notifying the X in writing as described in the 

Notice of Privacy Practices. My revocation will not affect actions taken the X prior to its receipt. I 

understand that, if the receipient of the information is not a health care provider or health plan covered by 

HIPAA, the information used or disclosed as described above may be re-disclosed by the recipient and no 

longer protected by HIPAA. However, other state or federal laws may prohibit the receipient from disclosing 

specially protected information, such as abuse treatment information, HIV/AIDS—related information, and 

psychiatric/mental health information. 


