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1 hereby authorize to release my protected health information for the purposes of

treatment, payment and health care operations to

DOB / / Ss# / /

Patient Name:

Information requested:

History and Physical Diagnostic Studies
Immunization Records Problem List/Clinical Summary

Progress/Clinical Current Medication List
Lab or X-Ray Data Other(Specify)
Records from to
for the purpose of

If the requested portion of the record contains information pertaining to drug or alcohol related diagnosis and treatment, or
contains HIV related information, or information about mental health disorders, you must specifically consent to the release

of such information by signing one or more of the foliowing:

[ understand that if my records contain information concerning drug or alcohol
related diagnosis and treatment, such information will be released pursuant to this

consent form.

[ understand that if my records contain confidential HIV related information, such
information will be released pursuant to this consent form. Confidential HIV  related information is any

information indicating that a person had an HIV related test, or has HIV infection, HIV related illness or AIDS, or
any information that could indicate that a person has been potentially exposed to HIV.

1 understand that if my records contain information concerning the diagnosis or treatment of a mental health
disorder, such information shall be released pursuant to this consent

I, the undersigned, understand that 1 may revoke this consent at any time except to the extent that action has been taken in
reliance on it. Unless 1 revoke this authorization to release information shall expire when the information is received or

when:
(State date, event, or condition of expiration)
Patient’s current address
If the above named person is either
under age 16 or has a legally appointed
guardian, this release must also be signed
by his/her parent or guardian. Proof of
guardianship may be required in some cases.
Signature of patient/ date Signature parent/ guardian/ date
Witness

2003 Medical Parkway « Suite 10 » Annapolis, Marvland 21401
Phone HHOSTI-TTHY « Fax A 1HR2066-07 14 « wwedamgddoes.com



