HIPAA AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
45 C.F.R. § 164.508 — HIPAA-Compliant Release
INSTRUCTIONS FOR SELF-REPRESENTED LITIGANTS
WHAT THIS IS
A HIPAA-compliant release authorizing a health care provider to release your protected health information (PHI) to specific people. This is separate from (though often coordinated with) a Health Care POA — it allows someone to SEE your records without necessarily making decisions for you.
HIPAA (the federal Health Insurance Portability and Accountability Act) prohibits providers from sharing your records without your specific, written authorization meeting 45 C.F.R. § 164.508 requirements. This form meets those requirements.
WHO SHOULD USE THIS
1. Aging parents who want adult children to speak with doctors
1. Spouses managing each other's care
1. Family members coordinating post-hospitalization care
1. Legal aid attorneys needing client's medical records
1. Social Security Disability claimants whose lawyer needs access
1. Caregivers and home health aides
REQUIRED ELEMENTS (45 C.F.R. § 164.508)
A valid HIPAA authorization must contain: (1) specific description of the information, (2) name of the person authorizing, (3) name of the person or class receiving, (4) purpose of the disclosure, (5) expiration date or event, (6) signature and date, (7) right to revoke, (8) statement that information may be re-disclosed, (9) statement that treatment is not conditioned on authorization.
SPECIAL PROTECTIONS
MENTAL HEALTH NOTES, SUBSTANCE ABUSE TREATMENT RECORDS (42 C.F.R. Part 2), HIV/AIDS STATUS, and GENETIC INFORMATION have additional protections. You must SPECIFICALLY authorize release of these categories. If you check the boxes on this form, these protected records ARE included.
THE FORM ITSELF BEGINS ON THE NEXT PAGE




HIPAA AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
(45 C.F.R. § 164.508 – HIPAA Privacy Rule)
1. PATIENT INFORMATION
Full Legal Name: _______________________
Date of Birth: _______________________
Address: _______________________
Social Security # (last 4): xxx-xx-_______________________
2. WHO MAY RELEASE THE INFORMATION
I authorize the following health care providers/facilities to release my protected health information:
☐ ALL of my current and former health care providers
☐ The specific providers listed below:
   • ________________________________________
   • ________________________________________
   • ________________________________________
3. WHO MAY RECEIVE THE INFORMATION
The following person(s) may receive my medical information:
Name: _______________________
Relationship to me: _______________________
Phone: _______________________
Address: _______________________
ADDITIONAL RECIPIENTS (if any):
Name: _______________________
Relationship: _______________________
Phone: _______________________
4. TYPE OF INFORMATION TO BE RELEASED
☐ ALL medical records, including history, exams, tests, treatments, medications, imaging, and billing

OR select specific categories:
☐ Office visit notes and physical exam records
☐ Lab and imaging results (blood work, X-ray, MRI, CT, ultrasound)
☐ Medication lists and prescriptions
☐ Hospital records (admission, discharge, operative reports)
☐ Specialty care records (cardiology, oncology, neurology, etc.)
☐ Billing and insurance records

PROTECTED CATEGORIES (initials required for each):
_____ Mental health treatment records (excluding psychotherapy notes)
_____ Psychotherapy notes (separate HIPAA protection)
_____ Substance abuse treatment records (42 C.F.R. Part 2)
_____ HIV/AIDS test results and treatment
_____ Genetic test results and genetic information
_____ Sexually transmitted infection records
5. PURPOSE OF DISCLOSURE
☐ At the request of the patient
☐ Coordination of family caregiving
☐ Legal representation — attorney access
☐ Social Security Disability or benefits claim
☐ Second opinion / medical consultation
☐ Transfer to a new health care provider
☐ Life insurance / disability insurance claim
☐ Other: _______________________
6. EXPIRATION
☐ This authorization expires on [SPECIFIC DATE]: _______________________
☐ This authorization expires upon the following event: _______________________
☐ This authorization has NO EXPIRATION (continues until I revoke in writing)
7. RIGHT TO REVOKE
I understand I have the RIGHT TO REVOKE this authorization at any time by providing written notice to the releasing provider. Revocation will not affect information already released in good faith before the revocation.
8. RE-DISCLOSURE
I understand that information released pursuant to this authorization MAY BE RE-DISCLOSED by the recipient and may no longer be protected by HIPAA. For substance abuse treatment records under 42 C.F.R. Part 2, re-disclosure is prohibited without my separate authorization.
9. NOT A CONDITION OF TREATMENT
I understand that my treatment, payment for treatment, enrollment in a health plan, and eligibility for benefits cannot be conditioned on whether I sign this authorization.
10. COPY
I have received a copy of this authorization for my records. A photocopy or electronic reproduction of this form is as valid as the original.
________________________________________
Patient (or Personal Representative) Signature
Printed Name: _______________________
If Personal Representative, authority: _______________________
Date: _______________________
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