
 
 

 

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION 
 

____________________________________________________________________________________ 
   (NAME OF PATIENT)                                   (DATE OF BIRTH)                           (LAST 4 OF SOCIAL SECURTIY NUMBER) 
 

____________________________________________________________________________________ 
       (ADDRESS)                                    (CITY, STATE, ZIP)                                              (PHONE NUMBER) 

 

I HEREBY AUTHORIZE THE FACILITY LISTED BELOW TO DISCLOSE/RELEASE THE PROTECTED HEALTH INFORMATION SPECIFIED IN THE REQUEST TO THE 
ORGANIZATION, AGENCY OR PATIENT NAMED. 

 

Release by: ___________________________________________________________________ ______ 
 

Release to: __________________________________________________________________________ 
    (NAME AND TITLE OR FACILITY NAME TO RECEIVE HEALTH INFORMATION) 

 
    (STREET ADDRESS)      (CITY, STATE)   (ZIP CODE)  
 

_________________________________  _________________________________                  Treatment date____________ 

(PHONE NUMBER)    (FAX NUMBER) 
 

Protected Health information allowed to be included for the following purposes: 
     Audiogram   Clinic Notes              Other: ___________________________ 
 

This authorization is in effect until: __________________________ 
                                                                                 (90 DAY EXPIRATION UNLESS SPECIFIED)                                               

 
I understand that by signing this authorization:  

• I authorize the use or disclosure of my individually identifiable health information as described above for the 
purpose listed.  

• I have the right to withdraw permission of the release of my information. If I sign this authorization to use or 
disclose information, I can revoke that authorization at any time. The revocation must be made in writing and 
will not affect information that has already been used or disclosed. 

• I have the right to receive a copy of this authorization. 

• I am signing this authorization voluntarily and treatment, payment, or my eligibility for benefits will not be 
affected if I do not sign this authorization. 

• I further understand that a person to whom records and information are disclosed pursuant to this 
authorization may not further use or disclose the medical information unless another authorization is 
obtained from me or unless such disclosure is specifically required or permitted by law.  

 
_________________________________________________________ ________________________ 
(SIGNATURE OF PATIENT OR LEGAL GUARDIAN)      (DATE) 
Minor’s signature is required for release of any records for treatment which the minor may authorize under Colorado Law.  
 
Relationship (if other than patient): ___________________________________          Power of Attorney           Death Certificate 
 
Name of individual signing on behalf of patient: _________________________________________________________________________ 
 
Verification:           Driver’s license # ________________________________     Or other appropriate ID: __________________________ 
 


