
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
 
 
AUTHORIZATION TO RELEASE INFORMATION:  I hereby authorize the use of disclosure 
of my individually identifiable health information as described below. I understand that this 
authorization is voluntary. I understand that once the information is released, it may no longer be 
protected by federal privacy regulations. 
 
 
 
Employee Name (PRINT):________________________________________________________ 
 
 
Persons/organizations providing the information  
        Person/Organizations receiving the information: 


