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Medical Records Release Form
Authorization for Use or Disclosure of Protected Health Information
Name: ___________________________________________________________________
Date of Birth: ____________________ SS#:___________________ MRN: _______________
Daytime Phone: ________________________ Evening Phone: _________________________
Address: __________________________________________________________________
City, State, Zip Code: _________________________________________________________
I hereby authorize Orchid Healthcare to obtain from or disclose my protected health information to: 
	Name: ___________________________________________________________________
Daytime Phone: ________________________ Fax #: _______________________________
Address: _________________________________________________________________
City, State, Zip Code: _________________________________________________________



Information to be obtained or disclosed:
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Psychiatric/ Therapy Notes

Billing Records

Other: _______________________________________
Purpose of Disclosure: 
       Changing physicians                     
        Second Opinion
       Disability


                      Legal
       Continuing Care


        Insurance
       At my (patient) request

        School
       Worker’s Comp. 


         Other: ____________________________________
	1. 
	The undersigned agrees that this authorization will expire two years from today’s date. A photocopy of this form will be considered as valid as the original.

	2. 
	The undersigned agrees that they may revoke this authorization at any time by notifying Orchid Healthcare, in writing, and this authorization will cease to be effective on the date notified except to the extent action has already been taken in reliance upon it.

	3. 
	The undersigned agrees that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer be protected by Federal privacy regulations. However, other state or federal law may prohibit the recipient from disclosing specifically protected information

	4. 
	The undersigned agrees to disclose all mental health records under the Laterman-Petris-Short Act, chemical dependency and/or alcohol treatment records. Information about their health that may relate to any disorder of the immune system including but not limited to HIV, and AIDS results/treatment records, and Communicable Diseases.

	5. 
	The undersigned’s healthcare and payment for health care will not be affected if they do not sign this form.

	6. 
	The undersigned understands that their refusal to sign this authorization will not jeopardize their right to obtain present or future treatment for psychiatric disabilities except where disclosure of the information is necessary for the treatment.

	7. 
	The confidentiality of this records shalt not be transmitted to anyone with written consent or authorization.


Print Name: ____________________________________ Date: ______________________
Signature: ________________________________________________________________
Witness: ______________________________________ Date: _______________________
Indicate the Relationship below:
      Self
       Minor (Ages 12-17) has consented to treatment and did not need parental or guardian consent
      Parent, Legal Guardian of Minor Guardian Conservator of an incompetent patient
      Beneficiary or personal representative of deceased patient’s estate
      Spouse and or other person financially responsible for payment of healthcare claims services
(Only information for purposes of processing an application for healthcare coverage or payment of healthcare services may be disclosed)
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