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AUTHORIZATION FOR RELEASE OF HEALTH RECORD INFORMATION

CLIENT NAME: _______________________________________________ DATE OF BIRTH: _______________
CLIENT ADDRESS: ____________________________________________________________________
I hereby authorize ______________________________________________________________________ 
(Agency to release information)

to release information to ________________________________________________________________
(Agency to receive information)

I understand that this information will be used for ____________________________________________

(Purpose)
and will specifically consist of the following: ________________________________________________
(Specific information to be released)

I understand that once received, _________________________________________ will only use this






(Agency to receive information)
information for the stated purpose and will not release additional information without another written consent.  This authorization is valid for sixty (60) days.
I understand that I can withdraw this authorization at any time, except to the extent that information has already been released in good faith.

________________________________________________
______________________________

CLIENT SIGNATURE





DATE
________________________________________________
______________________________

PARENT/GUARDIAN SIGNATURE IF APPLICABLE


DATE

_______________________________________________
______________________________

WITNESS SIGNATURE





DATE
______________________________________________

DATE OF AUTHORIZATION EXPIRATION
REVOCATION OF AUTHORIZATION

I hereby request that further release of information cease immediately.

______________________________________________
______________________________

CLIENT SIGNATURE





DATE
______________________________________________
______________________________

PARENT/GUARDIAN SIGNATURE IF APPLICABLE


DATE
______________________________________________
______________________________

WITNESS SIGNATURE





DATE
______________________________________________

DATE OF AUTHORIZATION REVOCATION

Anne Goon, MS, RD, LD, Health Commissioner





1843 Oakwood Avenue


Napoleon, OH 43545


www.henrycohd.org


 





  Phone: (419) 599-5545


  GENERAL Fax: (419) 592-6400


*CONFIDENTIAL Fax: (419) 591-3064


 


 








