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________________________________________________________________________________________________________ 
Step 1: Patient Information 

 

______________________________________________________________________________________________________________ 
Last Name   First Name   M.I.  Maiden Name (if applicable) 

 

__________________________________________________________________________________________________________________________________ 

Address                                                          City                                       State                Zip Code                    Telephone Number     

 

___________________________________________________________________________________________________________________________________        

Date of Birth                                                                     Social Security Number                                      Email Address 
______________________________________________________________________________________________________________ 
Step 2: OBTAIN RECORDS FROM:                             SEND RECORDS TO:                                 

______________________________________________________                                                 ____________________________________________________ 

Name                                                                                                                                                  Name                                         
  

______________________________________________                              ____________________________________________    
Address                                     Address 
 

______________________________________________________                               ____________________________________________________   

City    State   Zip Code                              City   State   Zip Code 
________________________________________________________________________________________________________ 
Step 3: Information is to be used for: Check only one  
___ Continuing medical or dental care to another location ___ Damage or claim evaluation 

___ Other (specify) ______________________________________________________________________________________________ 
______________________________________________________________________________________________________________ 
Step 4: What information is to be released? Check one or more 
Dates of treatment requested ___/___/_____ to ___/___/____ 

Progress Notes  Immunization record  Operative note 
History and physical      Discharge summary  ER visit  

Other (specify) ______________________________________________________________________________________________ 
_______________________________________________________________________________________________________________ 
Step 5: Release of sensitive information 

To the extent that it exists, I authorize the released records to include information about the following, initial all those that may be released. 
___ Drug or alcohol abuse diagnosis and/or treatment 

___ HIV testing and treatment                                        ___ Psychiatric conditions (stress, anxiety, depression, etc.) 
_______________________________________________________________________________________________________________ 
Step 7: Permission and signature 

 I authorize the use and disclosure of the individually identifiable health information requested above. I certify that I am making this 
request voluntarily and that the information above is accurate to the best of my knowledge.  This release of information is governed by 
the policies stated in The Healthcare Connection Privacy Notice. 

 This is a onetime release which will be done within forty-five (45) days. My medical records may not be released again to those listed 
above without my further written consent.   

 I understand that once the information is disclosed pursuant to this authorization, the recipient may re-disclose it and the information 
may not be protected by federal regulations. 

 I understand that I may revoke this consent in writing, by delivering written notice to The Healthcare Connection Attn. Practice 
Manager at the Center where I receive care.  The revocation becomes effective within thirty (30) business days following receipt by 

The Healthcare Connection.  Such revocation will NOT cover actions which were permitted by this Consent and already taken by The 
Healthcare Connection prior to revocation.  

 
     

Signature:                                                                          Date:                                    Patient        Parent          Legal Guardian   
 

The Healthcare Connection will not require you to sign this form in order to receive treatment, payment, or eligibility for benefits, unless 
otherwise specifically permitted by the Federal Health Insurance Portability and Privacy Rules.  You may inspect and copy the health 

information to be used or disclosed. 
 

Original:  Facility                                                                                 Photocopy:  Patient 
 

Your Identification may be required to protect your privacy 

Authorization to Release Protected Health Information 
(   ) Lincoln Heights (   ) GCBHS (Amelia/Madison) 

(   ) Mt. Healthy (   ) SBHC (Heritage/Viking)  
(   ) Forest Park  

  


