Health Information Management Department
267-295-1602

Date:
This authorizes:
Address:
(Office Telephone Number) (Office Fax Number)
To release medical information to John F. Kennedy Medical Center on your patient
NAME: DATE OF BIRTH:
(PRINT NAME CLEARLY)
ADDRESS: SOCIAL SECURITY #:
TELEPHONE =
TREATMENT DATE:

PURPOSE OF DISCLOSURE:

INFORMATION REQUIRED:

AUTHORIZATION FOR RELEASE OF INFORMATION

Authorization is hereby granted to you to release to John F. Kennedy Medical Center such information as
may be necessary from my medical record.

[ understand that this authorization shall remain valid from the date of my signature and shall remain in
effect for 60 days thereafter.

[ understand that [ may revoke this authorization (except to the extent that action has been taken). Medical
Record information pertaining to Drug and Alcohol abuse is protected by Federal Confidentiality Laws.
Re disclosure is prohibited.

I understand that the Medical Record may contain Psychiatric information or Drug and Alcohol
Abuse HIV/AIDS diagnosis/treatment/testing Information.

I certify that [ understand the contents of this consent form and its purpose.

Patient’s Signature Date of Signature
Person Authorized in Lieu of Patient Relationship to Patient
Witness’s Signature Date of Signature
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