HIPAA MEDICAL RECORDS RELEASE FORM FOR FAMILY MEMBERS

PATIENT NAME: [PATIENT FULL NAME]

PATIENT DATE OF BIRTH: [PATIENT DATE OF BIRTH]

PATIENT ADDRESS: [PATIENT STREET ADDRESS]

[CITY, STATE, ZIP CODE]

PATIENT PHONE NUMBER: [PATIENT PHONE NUMBER]

PATIENT EMAIL ADDRESS: [PATIENT EMAIL ADDRESS]

AUTHORIZED RECIPIENT NAME: [RECIPIENT FULL NAME]

RELATIONSHIP TO PATIENT: [RELATIONSHIP TO PATIENT]

RECIPIENT ADDRESS: [RECIPIENT STREET ADDRESS]

[CITY, STATE, ZIP CODE]

RECIPIENT PHONE NUMBER: [RECIPIENT PHONE NUMBER]

RECIPIENT EMAIL ADDRESS: [RECIPIENT EMAIL ADDRESS]

DATE OF REQUEST: [DATE OF REQUEST]

RE: AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION TO A FAMILY MEMBER

1. PATIENT INFORMATION

1.1 Patient Full Name: [PATIENT FULL NAME]

1.2 Patient Date of Birth: [PATIENT DATE OF BIRTH]

1.3 Patient Address: [PATIENT STREET ADDRESS], [CITY, STATE, ZIP CODE]

1.4 Patient Phone Number: [PATIENT PHONE NUMBER]

1.5 Patient Email Address: [PATIENT EMAIL ADDRESS]

1.6 Patient Medical Record Number (if known): [MEDICAL RECORD NUMBER]

1.7 Patient Health Insurance Plan and Member ID (if applicable): [INSURANCE PLAN NAME AND MEMBER ID]

2. AUTHORIZED RECIPIENT INFORMATION

2.1 Recipient Full Name: [RECIPIENT FULL NAME]

2.2 Relationship to Patient: [RELATIONSHIP TO PATIENT]

2.3 Recipient Address: [RECIPIENT STREET ADDRESS], [CITY, STATE, ZIP CODE]

2.4 Recipient Phone Number: [RECIPIENT PHONE NUMBER]

2.5 Recipient Email Address: [RECIPIENT EMAIL ADDRESS]

2.6 Recipient Is Authorized to Act on Behalf of Patient (check one): [YES/NO]

3. HEALTH CARE PROVIDER OR ENTITY AUTHORIZED TO DISCLOSE INFORMATION

3.1 Provider or Entity Name: [PROVIDER OR ENTITY NAME]

3.2 Provider or Entity Address: [PROVIDER OR ENTITY STREET ADDRESS], [CITY, STATE, ZIP CODE]

3.3 Provider or Entity Phone Number: [PROVIDER OR ENTITY PHONE NUMBER]

3.4 Provider or Entity Fax Number: [PROVIDER OR ENTITY FAX NUMBER]

3.5 Additional Provider or Entity (if applicable): [ADDITIONAL PROVIDER OR ENTITY NAME AND ADDRESS]

4. INFORMATION TO BE DISCLOSED

4.1 Dates of Service Covered by This Authorization: [DATE RANGE OR SPECIFIC DATES]

4.2 Specific Information to Be Disclosed (check all that apply): [SPECIFY INFORMATION TO BE DISCLOSED]

4.3 Complete Medical Record (check if applicable): [YES/NO]

4.4 Records Pertaining to the Following Condition or Treatment (if applicable): [CONDITION OR TREATMENT]

4.5 Information Specifically Excluded from This Authorization (if any): [EXCLUDED INFORMATION]

5. PURPOSE OF DISCLOSURE

5.1 Purpose of Disclosure (check one): [PURPOSE OF DISCLOSURE]

5.2 If Other, Describe Purpose: [DESCRIBE PURPOSE]

6. METHOD OF DISCLOSURE

6.1 Method of Disclosure (check all that apply): [METHOD OF DISCLOSURE]

6.2 Delivery Address for Records (if different from Recipient Address): [DELIVERY ADDRESS]

7. EXPIRATION OF AUTHORIZATION

7.1 This Authorization Expires on (check one): [EXPIRATION DATE OR EVENT]

7.2 Specific Expiration Date (if applicable): [EXPIRATION DATE]

7.3 Specific Expiration Event (if applicable): [EXPIRATION EVENT]

8. RIGHT TO REVOKE AUTHORIZATION

8.1 The patient may revoke this Authorization at any time by submitting a written revocation to the health care provider or entity named in Section 3, except to the extent that the provider or entity has already acted in reliance on this Authorization.

8.2 Revocation of this Authorization does not affect any action already taken in reliance on it before the provider or entity received the written revocation.

8.3 To revoke this Authorization, the patient must send written notice to: [PROVIDER OR ENTITY NAME AND ADDRESS FOR REVOCATION]

9. PATIENT RIGHTS AND ACKNOWLEDGMENTS

9.1 The patient has the right to refuse to sign this Authorization.

9.2 The patient's treatment, payment, enrollment, or eligibility for benefits will not be conditioned on signing this Authorization, unless the disclosure is for the purpose of creating or maintaining research data or as otherwise permitted by law.

9.3 The patient has the right to inspect or copy the protected health information to be disclosed.

9.4 Information disclosed pursuant to this Authorization may be redisclosed by the recipient and may no longer be protected by federal privacy regulations.

9.5 This Authorization is voluntary and is effective only upon the patient's signature.

10. SIGNATURE OF PATIENT

10.1 Patient Signature: [PATIENT SIGNATURE]

10.2 Printed Name: [PATIENT FULL NAME]

10.3 Date Signed: [DATE SIGNED]

11. SIGNATURE OF PERSONAL REPRESENTATIVE (IF APPLICABLE)

11.1 Personal Representative Name: [PERSONAL REPRESENTATIVE NAME]

11.2 Authority to Act on Behalf of Patient: [AUTHORITY, E.G., POWER OF ATTORNEY, LEGAL GUARDIAN]

11.3 Personal Representative Signature: [PERSONAL REPRESENTATIVE SIGNATURE]

11.4 Printed Name: [PERSONAL REPRESENTATIVE PRINTED NAME]

11.5 Date Signed: [DATE SIGNED]

12. WITNESS STATEMENT (IF REQUIRED BY STATE LAW)

12.1 Witness Name: [WITNESS NAME]

12.2 Witness Signature: [WITNESS SIGNATURE]

12.3 Date Signed: [DATE SIGNED]

13. NOTICE OF PRIVACY PRACTICES ACKNOWLEDGMENT

13.1 I acknowledge that I have received a copy of the Notice of Privacy Practices of the provider or entity named in Section 3 (check one): [YES/NO]

13.2 Patient or Personal Representative Initials: [INITIALS]

14. ADDITIONAL PROVISIONS

14.1 Additional Terms or Instructions: [ADDITIONAL TERMS OR INSTRUCTIONS]

14.2 This Authorization shall be construed in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and applicable state law.

14.3 A copy of this Authorization shall be as valid as the original.

14.4 If any provision of this Authorization is held invalid, the remaining provisions shall remain in full force and effect.

15. PROVIDER OR ENTITY USE ONLY

15.1 Received By: [PROVIDER OR ENTITY STAFF NAME]

15.2 Title: [TITLE]

15.3 Date Received: [DATE RECEIVED]

15.4 Records Released By: [NAME]

15.5 Date Records Released: [DATE RECORDS RELEASED]

15.6 Method of Release: [METHOD OF RELEASE]
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