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           AUTHORIZATION FOR RELEASE OF
                                                MEDICAL INFORMATION
REQUEST FROM:________________________________________________

_______________________________________________________________

ADDRESS

_______________________________________________________________


CITY




STATE


ZIP

I hereby authorize_______________________its duly authorized agents and employees to ______release or_____obtain information pertaining to my medical care and treatment, including records involving communicable or venereal disease,
psychiatric, drug abuse and/or alcoholism.  The information authorized for release may include information which may be considered a communicable or venereal disease which may include, but are not limited to, diseases such as hepatitis, syphilis, gonorrhea and human immunodeficiency viruses also known as (Acquired Immune Deficiency Syndrome) AIDS.

With this knowledge, I give my consent to the release of all information in my medical records including any information concerning my identity and release_________________ and its duly authorized agents and employees from amy liability in connection with the release of the information contained herein.

RELEASE TO: _________________________________________________

_____________________________________________________________

ADDRESS

_____________________________________________________________



CITY




STATE


ZIP

I understand that I may revoke this consent at any time, although not retroactively, and that upon fulfillment of the above stated purpose or the lapse of twelve (12) months from the date of signature, whichever comes first, this consent will automatically expire without my express revocation.

I do not authorize further release to any other third party.  I understand that _______________________ and its staff, employees, officers and directors cannot be responsible for confidentiality of information has been released pursuant to this authorization, and hereby release them from any liability arising from such disclosure.

_____________________________________________________________________________________________

SIGNATURE OF PATIENT OR LEGAL GUARDIAN



DATE

____________________________________________________________________________________________


PRINT PATIENT NAME

PATIENT BIRTHDATE

PATIENT SOCIAL SECURITY NUMBER

Psychiatric Records:  Oklahoma State Law (76 O.S. Supp 1986 Section 19) provides that psychological or psychiatric records may be provided to a patient only if the treating physician or practitioner consents to the release or upon receipt of a court order, issued by a court of competent jurisdiction, finding that it is in the best interest of the patient.

Drug/Alcohol Records:  This information has been disclosed to you from records protected by Federal Confidentiality rules (42 C.F.R. Part 2).  The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42C.F.R. Part 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

Communicable or Venereal Diseases:  Oklahoma State Law (63 Okla. Stat.1-502.3) mandates that medical information cannot be released unless the consent form includes the warning outlined above in boldface type.  When such information is released, it cannot contain information from which the patient can be identified unless release of that identifying information is authorized by the patient, by court order, by the Department of Health of by operation of Law.
