
8505 Old Dairy Road• Juneau, Alaska 99801 • Tel: 907-790-4111 • Fax: 907-790-3111 
Authorization to Release Patient Health Information 
Allow z Business Days for Requested to be processed 

Now Accepting New Patients 

Patient Name ________________ _ Date of Birth : __J __J __ 
(Last) (First) 

Former Name (if any): _____________ Sociaf Security# ______ _ 
(Last) (First) 

Daytime Telephone ( _) _________ Alt Telephone( __ ) _____ _ 

I authorize the following organization to release information as stated below from the patient health information record : 

Information To Be Released From Information To Be Released To 

All Medical Providers: ________ _ 

City, State, Zip City, State, Zip 

Telephone/Fax Number Telephone/Fax Number 

TYPE OF RECORDS REQUESTED (Charges for copies of records may be associated with your request) : 

Purpose of Need for this Information: D Continuing Care D Copies for own Use D Other ________ _ 

DALL health care information period beginning: _______ and ending: ___________ _ 

DCheck to release all records from all medical providers and medical facilities for a period of one year from date of signature. 
D Laboratory/Diagnostic Tests _________ _ 
DX-ray Films _______________ _ 
DOther _______________ _ 

Write in sensitive information you would like to keep off the records ________________ _ 

Patient Rights: 
I understand that I have the right to revoke this authorization, in writing, at any time. I understand that a revocation is not effective when the 
recipient has already relied on the use of the disclosure of the health information or if my authorization was obtained as a condition of 
obtaining insurance coverage and the insurer has a legal right to contest a claim. To revoke an authorization, I can write a letter to the person 
or entity holding the authorization, providing details of the date and content of the original authorization. 
I understand that information used of disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be 
protected by federal or state law. 
I understand that I do not have to sign this authorization in order to get health care benefit (treatment, payment, enrollment, or eligibility for 
benefits) except when : (1) my treatment is related to research (2) health care services are provided to me solely for the purpose of created 
protected health information for disclosure to a third party, or (3) an authorization may result in inability to obtain certain benefits in these 
cases. 
I acknowledge I have fully reviewed and understand the contents of this authorization form . My signature below indicates that I hereby agree 
and authorize to release of patient health information to the above named person or organization . 

Date : (Mo/day/year) Signature of Patient or Authorized Personal Representative 

(A minor patient's signature may be required) 

Now Accepting New Patients 

The Clinic with Heart. 

Authority to sign, if not patient 
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