MEDICAL RECORDS RELEASE AUTHORIZATION FOR VETERANS' BENEFITS

Patient/Veteran Name: [PATIENT FULL NAME]

Patient/Veteran Address: [PATIENT STREET ADDRESS]

[CITY], [STATE]
[ZIP CODE]

Date of Birth: [DATE OF BIRTH]

Social Security Number (last four digits): [LAST FOUR DIGITS OF SSN]

VA File Number: [VA FILE NUMBER]

Phone Number: [PATIENT PHONE NUMBER]

Email Address: [PATIENT EMAIL ADDRESS]

RE: Authorization for Release of Protected Health Information in Support of Veterans' Benefits Claim

1. AUTHORIZATION AND PURPOSE
1.1 I, [PATIENT FULL NAME], hereby authorize the use and disclosure of my protected health information as described in this form.
1.2 This authorization is made for the purpose of supporting my claim, appeal, or other proceeding for veterans' benefits before the U.S. Department of Veterans Affairs (VA), including but not limited to disability compensation, pension, dependency and indemnity compensation, and vocational rehabilitation benefits.
1.3 This authorization is voluntary. I understand that treatment, payment, enrollment, or eligibility for benefits will not be conditioned on my signing this authorization, except as permitted by law.

2. HEALTH CARE PROVIDER AUTHORIZED TO DISCLOSE INFORMATION
2.1 Name of Provider or Facility: [HEALTH CARE PROVIDER OR FACILITY NAME]
2.2 Provider Address: [PROVIDER STREET ADDRESS]
2.3 [PROVIDER CITY], [PROVIDER STATE]
[PROVIDER ZIP CODE]
2.4 Provider Phone Number: [PROVIDER PHONE NUMBER]
2.5 Provider Fax Number: [PROVIDER FAX NUMBER]
2.6 Additional Provider or Facility (if applicable): [ADDITIONAL PROVIDER OR FACILITY NAME]
2.7 Additional Provider Address: [ADDITIONAL PROVIDER ADDRESS]

3. PERSON OR ENTITY AUTHORIZED TO RECEIVE INFORMATION
3.1 Name of Recipient: [RECIPIENT NAME]
3.2 Recipient Organization (if applicable): [RECIPIENT ORGANIZATION]
3.3 Recipient Address: [RECIPIENT STREET ADDRESS]
3.4 [RECIPIENT CITY], [RECIPIENT STATE]
[RECIPIENT ZIP CODE]
3.5 Recipient Phone Number: [RECIPIENT PHONE NUMBER]
3.6 Recipient Fax Number: [RECIPIENT FAX NUMBER]
3.7 Recipient Email Address: [RECIPIENT EMAIL ADDRESS]

4. INFORMATION TO BE DISCLOSED
4.1 I authorize the release of the following records (check all that apply):
4.2 [ ] Complete medical record, including all progress notes, treatment records, and correspondence.
4.3 [ ] Office and clinic notes.
4.4 [ ] Hospital admission and discharge summaries.
4.5 [ ] Operative and procedure reports.
4.6 [ ] Diagnostic imaging reports and films (including X-rays, CT scans, and MRIs).
4.7 [ ] Laboratory and pathology reports.
4.8 [ ] Mental health records, including psychiatric evaluations and treatment notes.
4.9 [ ] Substance use disorder treatment records (42 C.F.R. Part 2).
4.10 [ ] HIV/AIDS-related information.
4.11 [ ] Genetic testing information.
4.12 [ ] Pharmacy and prescription records.
4.13 [ ] Physical therapy and rehabilitation records.
4.14 [ ] Military service treatment records in the provider's possession.
4.15 [ ] Other: [DESCRIBE OTHER RECORDS]
4.16 Date Range of Records: [START DATE] through [END DATE]

5. EXPIRATION OF AUTHORIZATION
5.1 This authorization shall expire on [EXPIRATION DATE], or upon the conclusion of my veterans' benefits claim and any appeals, whichever occurs first, unless I revoke it earlier in writing.
5.2 If no expiration date is specified, this authorization shall expire one (1) year from the date of signature below.

6. RIGHT TO REVOKE
6.1 I understand that I may revoke this authorization at any time by providing written notice to the health care provider named in Section

2.
6.2 Revocation will not affect any action already taken in
reliance on this authorization.
6.3 Revocation will not apply to the extent that the provider has already acted in reliance on this authorization or where the right to revoke is limited by law.

7. REDISCLOSURE
7.1 I understand that information disclosed pursuant to this authorization may be redisclosed by the recipient and may no longer be protected by federal privacy regulations, except as otherwise provided by law.

8. RIGHT TO A COPY
8.1 I understand that I have the right to receive a copy of this authorization upon request.

9. FEES
9.1 I understand that the provider may charge a reasonable, cost-based fee for copying and mailing records as permitted by applicable law.
9.2 [ ] I request that records be sent electronically to the recipient identified in Section

3.

10. SIGNATURE OF PATIENT/VETERAN
10.1 Signature: [PATIENT SIGNATURE]
10.2 Printed Name: [PATIENT FULL NAME]
10.3 Date: [DATE OF SIGNATURE]

11. SIGNATURE OF PERSONAL REPRESENTATIVE (IF APPLICABLE)
11.1 If signed by a personal representative, complete the following:
11.2 Name of Representative: [REPRESENTATIVE NAME]
11.3 Relationship to Patient: [RELATIONSHIP]
11.4 Authority to Sign: [AUTHORITY, E.G., POWER OF ATTORNEY, GUARDIANSHIP]
11.5 Signature: [REPRESENTATIVE SIGNATURE]
11.6 Date: [DATE OF SIGNATURE]

12. WITNESS STATEMENT (IF REQUIRED BY STATE LAW)
12.1 I declare that the individual signing this authorization is known to me and signed it in my presence.
12.2 Witness Name: [WITNESS NAME]
12.3 Witness Signature: [WITNESS SIGNATURE]
12.4 Date: [DATE OF SIGNATURE]

13. NOTARY ACKNOWLEDGMENT (IF REQUIRED)
13.1 State of: [STATE]
13.2 County of: [COUNTY]
13.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PATIENT FULL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to this instrument, and acknowledged that they executed the same for the purposes therein contained.
13.4 Notary Public Signature: [NOTARY SIGNATURE]
13.5 My Commission Expires: [COMMISSION EXPIRATION DATE]
13.6 Seal: [NOTARY SEAL]
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