Authorization To Release Protected Health Information

Patient Name(s) / Date of Birth

Healthcare Facility Authorized to Release Information

Name/Organization Receiving Information

Specific medical information requested, include dates of service:

Specific purpose of request for release of protected health information:

I understand this release will take effect on the date signed and will be in effect for one year. I understand that I
may cancel this release at any time by notifying Lakeview Clinic, Ltd. in writing and my cancellation will take
effect when Lakeview Clinic, Ltd. receives written notice. Any release made prior to receipt of a written cancel-
lation shall be deemed valid. A photocopy of this authorization will be treated in the same manner as the origi-
nal. Information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient
and no longer be protected by HIPAA. I may refuse to sign this authorization and that you will not condition
treatment or payment on me providing this authorization (except to the extent that the authorization is for
research-related treatment, in which case you may refuse to provide that research-related treatment). We require
at least 10 business days to process this form.

Signature of Patient/Legal Representative Authorized Person's authority to sign Date
(parent, guardian, power of attorney, etc.)
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