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Authorization for Disclosure of Protected Health Information
(Failure to provide all information may invalidate this authorization)

Releasing Facility Name:__________________________________________________________________
Address: _____________________________ City/State ____________________ Zip Code:___________
Send Records to:________________________________________________________________________
Address: _____________________________ City/State ____________________ Zip Code:___________ 
Information to be released:
	□  Immunization record only
	□  Medical records 
	□  Other: _______________________________________________________________________
Reason records are to be disclosed:
	□  Continued Care			□  Personal Use
This authorization will expire after request is fulfilled and shall not extend beyond 180 days from the date of signature.

(Date: ______________) The recipient of the protected health information under the authorization will not re-disclose the information, except with a written authorization or as specifically required or permitted by law.

The above healthcare providers will not condition the provision of care or the receipt of benefits on the signing of the authorization.

Signing this form is voluntary. The patient or patient’s representative has the right to revoke this authorization and the right to inspect / or be given a copy of the material to be disclosed. (For details on disclosure of information and patient rights, see HIPPA information and compliance policies available for viewing at the office or on our website : www.iconpediatrics.com

I have read these policies and voluntarily authorize and request the disclosure above. I authorize use of a copy (including facsimile) of this form for disclosure as described above.

Patient Name: ______________________________________________________  Birth Date: _________

Phone Number: _______________________  Cell Number: __________________

Print Name: _______________________________________________ Relationship to Patient: _________

Signature: _______________________________________________________   Date: _______________

Identify Verified by: □ Photo ID	□ Matching Signature
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