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Patient Name: _________________________________ Date of Birth: _______________ 
                        Last              First            MI 
 
Patient Social Security Number: _____-___-___ Home Phone Number: ______________ 
 
I hereby Authorize _____________________________________  (_____)____________ 
                                Name                                                                                Phone 
________________________________________________________________________ 
Address                                             City                        State                            Zip 
 
         □   To obtain my information          OR      □ Release my information to:  
 
____________________________________________________(      )_______________ 
        Name                                                                                                 Phone 
________________________________________________________________________ 
Address                                       City                                      State                    Zip 
 
 
 
Dates of Services requested: __________________________________________ 
 
This authorization is for full disclosure of all records, including:  
 
□      ER Records                    □    OP Reports                       □ Lab Reports 
□      H&P                               □    Radiology Reports      □ Pathology Reports 
□      Consults                         □    Cardiology                        □ Mental Health Information 
□      HIV Information            □    Drug/Alcohol                    □ Other: ________________ 
                                                       Information             
       
The above information is released for the following purpose and that purpose only: 
 
□ Continuation of care         □   Legal Purposes         □   Insurance Purposes 
□ Personal Reasons             □   Employee Recruitment  
□   Other: ________________________ 
 
 

 
[  ] FAX   (760) 324-6909 
 
[  ] Mail    P.O. BOX 3698 
                 Cathedral City, CA 92235-3698 
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Right to Revoke 
 
_____ Initials 

I understand that I have the right to revoke this authorization at any 
time. I understand that if I revoke this authorization I must do so in 
writing. I understand that the revocation will not apply to 
information that has already been released based on this 
authorization. 

Expiration 
 
_____ Initials 

Unless otherwise revoked, this authorization will expire on the 
following date, event or condition. 
90 days from date of signature 
 
If not specified and expiration date, event or condition, this 
authorization will expire in six months. 

Redisclosure 
 
____ Initials 

I understand that the requestor may not lawfully use or disclose the 
health information unless another authorization is obtained from 
me or unless disclosure is specifically required or permitted by 
law. 

Other Rights 
 
 
_____Initials 

I understand that authorizing the disclosure of this health 
information is voluntary. I can refuse to sign this authorization. I 
do not need to sign this form to ensure treatment or services. 
However, if this authorization is needed for participation in a 
research study, my enrollment in the research study may be denied. 
 
I understand that I may inspect or obtain a copy of the information 
to be used or disclosed , as provided in CFR 164.524 
 
 

 
Signature of Client or 
Legal Representative__________________________________ Date: _______________ 
 
If signed by Legal representative, Relationship to Client: _________________________ 
Number of pages: _____________                               Initial: ______________________ 
 
 
Client Identification 
File Number; ____________      
       
Authorization Sent: __________By:   [  ] FAX   [  ] Mail   [ ] Picked –up     ____Initials 
                                    Date 
 
Information Received: ________By:  [  ] FAX   [  ] Mail   [ ] In Person          ____Initials 
                                        Date 
 


