Authorization for Medical Records Release

I,  the undersigned patient or legal representative, hereby authorize __Kristi Maynard, APRN____ to disclose or obtain health information, including if applicable, information relating to the diagnosis or treatment of mental illness, drug and/or alcohol abuse and confidential HIV related information.

I understand that my treatment or continued treatment by _Kristi Maynard, APRN_____ is in no way conditioned on whether or not I sign this authorization and that I may refuse to sign it. I understand that under applicable law the information disclosed under this authorization may be subject to further disclosure by the recipient and thus, may no longer be protected by federal privacy regulations. I understand that I may inspect or request a copy of the information to be used or disclosed by the recipient.

This authorization will be valid for a period of one year from the signature date below. Medical records will only be released for dates of service which occur prior to the authorization date.

I understand that I may cancel this authorization at any time by notifying __Kristi Maynard, APRN___in writing, but if I do it will not have any effect on actions that the releasee took before it received the cancellation.

Information may be disclosed to:
(Provide name of individual and/or practice/address/phone number/fax):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature:______________________
Printed Name and Date of Birth: ____________________
Date:__________________________


