Premier Cancer Centers

HIPPA AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 

Patient Name __________________________________________    DOB __________________
Release To/From ________________________________________________________________
______________________________________________________________________________

I authorize the above named healthcare provider to release information to the organization/agency/individual named on this request. The purpose for this release is continuance of care. Method of release shall be pertinent to the need and may include photocopies, fax copies, personal review, audio, video, electronic or verbal communication by appropriate practitioner. I understand that except for drug and alcohol treatment records, information disclosed under this authorization may be re-disclosed by the recipient and is no longer protected by privacy laws. 

I understand that may revoke this authorization at any time, except to the extent that action has already been taken place to comply with it. Without my expressed revocation, this authorization will automatically expire one year from the date of my signature. 

A copy of this authorization (including a facsimile copy) may be used with the same effectiveness as the original.

Patient Signature _________________________________________  Date _________________
Authorized Representative Name __________________________________________________
(only if the patient is unable to independently provide signature)

Relationship__________________
Authorized Representative’s Signature ______________________________________________
Witness _______________________________________  Date ___________________________ 
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