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HOSKINS MEDICAL

AUTHOIZATION TO RELEASE INFORMATION TO FAMILY, FRIENDS,
AND/OR OTHER LEGAL REPRESENTATIVE

Due to federal privacy laws, we are unable to release certain personal health information without your
consent. If you wish for information to be released, this form must be completed, signed and returned. In

your absence, you must designate personal representative(s) for any personal health information to be

released. The written authorization does not mean that will automatically send information to these
individual(s); it simply means that we will release information to them if they request. Such information
includes, but not limited to: individual identifiable health information and medical records regarding any past,
present or future medical or mental health condition, including all information relating to the diagnosis and
treatment of HIV/AIDS, sexually transmitted diseases, mental illness, and drug or alcohol abuse.

Patient Name: DOB:

Release information to the following representative(s):

Name: Relationship: Phone:
Name: Relationship: Phone:
Name: Relationship: Phone:

REASON FOR DISCLOSURE:

CONDITIONS:

= The patient agrees to authorize the above named individuals/organizations to access his/her confidential
healthcare information only for purposes listed above

= The patient understands there is a potential that the information disclosed may be re-disclosed by the
recipient and no longer protected by HIPAA regulations

= The practice may not condition treatment or payment on whether the patient signs this authorization

= The patient authorizes the information to be disclosed by fax transmissions, if necessary

= The patient is voluntarily signing this authorization

= The patient reserves the right to refuse to sign this authorization

= The patient reserves the right to revoke this authorization at any time in writing

= The patient has the right to receive a copy of the signed authorization

| hereby authorize Hoskins Medical Center/Home Town Clinic to provide the above names individual(s) with all
medical data, billing, and other information they may request. | understand that this release is in effect for
two years following my death or | may revoke my consent at any time by providing written revocations to the
facility releasing the information.

| also consent to receive:

Text Messages Emails

Signature of Patient: Date:




