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 MEDICAL RECORD 
AUTHORIZATION FORM 

Authorization for Use and Disclosure 
of Health Information 

 
 

This form is being completed by the  o patient  -or-  o patient’s legal/personal representative*  
*If you're not the patient, you may be asked to provide supporting documentation to verify that you are authorized to    
 make this request on behalf of the patient. 
 

PATIENT INFORMATION 
Patient Name: ____________________________________________  Date of Birth: ____________________ 

Street Address:  ___________________________________________________________________________ 

City: _________________________________________  State: _________  Zip Code: ___________________ 

Patient Phone: ( _______ ) _______ - ___________   Email: ________________________________________ 
 

AUTHORIZED SENDER 
Who do you want to request records from? 

Name of healthcare provider or facility:  _______________________________________________________ 

Office Street Address: ______________________________________________________________________ 

City: _________________________________________  State: _________  Zip Code: ___________________ 

Phone Number: ( _______ ) _______ - ____________       Fax Number: ( _______ ) _______ - ____________ 
 

AUTHORIZED RECIPIENT 
Where do you want your records sent?   (We can only release records to the entity you authorize.) 

o Check this box if records are being sent to the patient only, then move on to the next section. 

Recipient Name:  __________________________________________________________________________ 

Recipient Street Address: ___________________________________________________________________ 

City: _________________________________________  State: _________  Zip Code: ___________________ 

Phone Number: ( _______ ) _______ - ____________     Fax Number: ( _______ ) _______ - _____________ 
 

RECORD DETAILS 

Reason for request:  o I am moving and/or switching doctors o Getting a second opinion 

o Seeing a specialist o Personal use o Other reason: _____________________________ 
 

Service date(s):  __________________________________________________________________________ 
                                   (Or provide a date range to the best of your ability) 
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Type of record(s): o Visit notes from all providers 
o Visit notes from these providers only:  _____________________________________ 
o Immunization (vaccine) record 
o Lab results       
o Radiology reports (CT, MRI, ultrasound, x-ray, etc.) 
o Other:  _______________________________________________________________ 

 

Please describe the specific records you are requesting so we can respond thoroughly. 
(For example: records related to a condition or surgery, specific lab tests, or all available records.) 
 ________________________________________________________________________________________ 
 

Can we release the following protected information that may be included in your records? Please check 
all that apply and initial. 
 

o HIV test results _______  o Substance use / drug abuse records _______ 
o Mental health records _______ o Genetic testing results _______ 

 
Is there a deadline for this request? o Yes, please send my records by: ________________________   

o No, just as soon as possible                                     
By law we have up to 15 days to fulfill your request. However, if you have an urgent need for an upcoming appointment, please let 
us know. We will do our best to honor your deadline. 
 
How would you like us to release your records? Select one [1] option only 
 o Patient portal (MyChart)    o Email (encrypted)  o Email (unencrypted)* 
 o Paper records by in-person pickup o Paper records by mail o Fax (limit 50 pages) 
*Sending information by unencrypted email increases the risk of being read by an unauthorized third party. 
 

Optional Expiration Date: This authorization shall become effective immediately and remain in effect for 
one [1] year from the date signed below unless specified here*: ___________________ 
*optional expiration date must be at least 15 days in the future from today's date to be valid 
 

PATIENT RIGHTS AND AUTHORIZATION 
 

This authorization to release health information is voluntary. Treatment, payment, enrollment, or eligibility for benefits may not be 
conditioned on signing this form. I understand that I may revoke this authorization in writing at any time. I understand revocation will NOT 
affect any disclosures that occurred before One Community Health received and processed a written notice of revocation. To revoke this 
authorization, I understand that I must send a written request to One Community Health, ATTN: Health Information Management, 1500 21st 
Street, Sacramento, CA 95811. I am entitled to receive a copy of this authorization. 
 

SPECIAL RECOREDS: *Rights regarding Mental Health information: A separate authorization form must be completed to authorize the 
disclosure or use of psychotherapy notes, as defined under the Health Insurance Portability and Accountability Act of 1996 ("HIPAA"), 45 
C.F.R. pts 160 & 164. With certain exceptions, you have the right to inspect/receive a copy of your personal health information. In limited 
circumstances we may deny you access to your own mental health information if your provider determines this may cause harm. If you are 
denied access, you have the right to have your denial reviewed. **Rights regarding substance use disorder records: Substance use disorder 
records are protected under the Federal regulations governing Confidentiality and Substance Use Disorder Patient Records, 42 C.F.R. Part 
2 and HIPAA, and cannot be disclosed without my written consent unless otherwise provided for by the regulations. 
 

_________________________________________________________   _____________________ 

_________________________________________________________   _____________________ 

_________________________________________________________   _____________________ 

Patient Signature 

Patient Representative Signature 

Print Representative Name 

Today’s Date 

Today’s Date 

Relationship to Patient 

Date needed 


