Authorization to Release Information

	Patient Name: 
	

	Address: 
	

	
	

	SS#:
	

	DOB: 
	


I authorize any health care professional, physician, hospital, clinic, laboratory, pharmacy, medical facility, health plan or other health care provider (“My Providers”) to release, disclose and deliver my entire medical record to Acuity Services (“Authorized Party”) for the purpose of duplication.  Any information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient and no longer be protected by CFR 45 Privacy Rule Part 160 and 164.

By signing below, I acknowledge that any agreements I have made to restrict my protected health information do not apply to this Authorization and I instruct My Providers to release and disclose my entire medical record without restriction.

This authorization may be revoked by the undersigned at anytime by giving written notice to the party authorized herein.  Any disclosure made prior to revocation in reliance upon this authorization shall not constitute a breach of rights of confidentiality of the patient.  If not earlier revoked, this authorization will automatically expire 18 months from the date of the patient signature.

Photocopies of this authorization are to be given the same effect as the original.

Authorized Signature: 





Date: 



Relationship to Patient: 







[image: image1.png]Z)ACUITY



1100 Colorado Boulevard, #103, 
Denver, CO 80206

Ph: 720.941.9584 
Fax: 720.554.7864
www.acuityservices.com


