
 
 

AUTHORIZATION TO RELEASE MEDICAL RECORDS  

FROM FAMILY MEDICINE OF MALTA 

 

NAME OF PATIENT: ____________________________________________________________ 

ADDRESS: ____________________________________________________________________ 

PHONE NUMBER: ________________ D.O.B.: _______________ S.S. #:___________________ 

***************************************************************************** 

* WHERE WOULD YOU LIKE YOUR RECORDS SENT? 

 

NAME OF PHYSICIAN RECEIVING YOUR RECORDS: ___________________________________ 

ADDRESS: ____________________________________________________________________ 

PHONE NUMBER: __________________________ FAX NUMBER: _______________________ 

I hereby authorize the release of the information found in the medical records for the above 

named patient, including information pertaining to substance abuse, (Drug/Alcohol), HIV, and 

psychiatric and/or mental health records. 

® The duration of this authorization is one year unless otherwise specified by the above named 

patient, parent (if patient is a minor) or legal guardian and may be revoked at any time by 

notification in the form of written letter except to the extent that action has already been taken 

based on my consent. 

® Family Medicine of Malta may use or disclose Protected Health Information (PHI) to a third 

party under any authorization obtained from an individual permitting the use or disclosure of 

PHI. 

® I understand that the disclosure of this health information is voluntary. I do not need to sign 

this form in order to ensure treatment. I also understand that information used or disclosed 

pursuant to this authorization could be subject to re-disclosure by the recipient and if so, may 

not be subject to Federal or State Law protecting its confidentiality. 

 

Signature of Patient: _______________________________________ Date: ________________ 

 

Signature of Parent/ Legal Guardian: _____________________________ Date: _____________ 


