
HIPAA COMPLIANT AUTHORIZATION FOR 
RELEASE OF MEDICAL INFORMATION


                  Law Offices of:      


The below signed patient, parent, and/or patient’s personal or legal representative authorize: 
                            


               (Name of physician or health care provider)

The use and /or disclosure of my medical information as indicated below to the representative of DocCentral for the purpose of assisting my attorney in establishing the nature and extent of my claim for injuries and disabilities and to establish liabilities for expenses, compensation, benefits and damages. DocCentral is authorized by me “the patient” and / or my representative and my attorney to receive this information pertaining to:
PATIENT:      
    

SSN:      
    


AKA:      
    

 DOB:      
  

Information Covered by this
Authorization:

 FORMCHECKBOX 
 Any and All Medical Information
 FORMCHECKBOX 
 Patient Billing Information

 FORMCHECKBOX 
 Radiology/Pathology  
 FORMCHECKBOX 
 Actual X-Rays, MRI’s, Scans

 FORMCHECKBOX 
 Personnel/Wage Records 

 FORMCHECKBOX 
 Other:     
                                                     

Specific Dates: (If Required)
From:     

To:     

From:     

To:     
 
From:     

To:     
 

From:     

To:     
 

From:     

To:     

From:     

To:     


SPECIAL CONSENT

I hereby authorize the release of my complete healthcare record. Additional information to be disclosed by provider if box is check: (Initial where applicable)
 FORMCHECKBOX 
Drug / Alcohol Abuse/Treatment _______


 FORMCHECKBOX 
Psychiatric Information                    ________          
 FORMCHECKBOX 
Sexually Transmitted Diseases   _______

 FORMCHECKBOX 
HIV/ AIDS Information                 _______

RIGHT TO REVOKE:  I understand that I may revoke this authorization at any time by presenting my revocation in writing to the Heath Information Management Department. I understand that the revocation will not have any effect on any actions taken prior to receiving the revocation. I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest under my policy.
REDISCLOSURE: I understand that the requestor may not lawfully further use or disclose the health information unless another authorization is obtained from me or unless disclosure is specifically required or permitted by law. 

EXPIRATION: This authorization shall become effective immediately and shall remain in effect for a period of three years from the date of execution.  
As acceptable by the Medical Information Act, California Welfare and Institution Code Sections 5328 and 42 CFR 2.31, and all Health Information Portability and Accountability Act of 1996 (HIPAA) 45 C.F.F 164 requirements. I understand I have the right to request and receive a copy of this authorization. I understand that I have the right to inspect the disclosed information at any time. A photocopy of this authorization shall be valid and is to be accepted with the same effect as the original.
_______________________________________    Date: ________________

(Signature of patient or Patient’s Representative) 
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