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PURPOSE OF RELEASE 

Check all that apply: 
c Mental health care c Insurance claim 

c Application for insurance c Employment 

c Legal investigation c Disability determination 

c My personal request c Rehabilitation services 

c Other: _________________________________________________________________________ 

 

TERM OF RELEASE 

This authorization will expire on the following (check ONE): 

c Specific date: ______ / ______ / ______ 

c Upon the happening of the following event: ____________________________________________ 

 
AUTHORIZATION AND SIGNATURE 

I understand that by signing this authorization:  

• I authorize the use or disclosure of my individually identifiable health information as described 
above for the purpose listed.  

• I have the right to withdraw permission for the release of my information. If I sign this 
authorization to use or disclose information, I can revoke that authorization at any time. The 
revocation must be made in writing and will not affect information that has already been used or 
disclosed.  

• I have the right to receive a copy of this authorization.  

• I am signing this authorization voluntarily and treatment, payment, or my eligibility for benefits 
will not be affected if I do not sign this authorization.  

• I further understand that a person to whom records and information are disclosed pursuant to 
this authorization may not further use or disclose the medical information unless another 
authorization is obtained from me or unless such disclosure is specifically required or permitted 
by law.  

Signature of Client:           Date:     

OR 

Signature of Personal Representative:          

Print Full Name:          Date:      

Relationship to Client:            

 


