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Patient telephone number or contact number_____________________________________________________
Return to: Evans Memorial Hospital Dept. and Fax number:   ________________________________________
Patient Name: _________________________ D.O.B.____________           Account #: _____________________
Address: _________________________________City: ______________State: ____________Zip: ___________
Date(s) of Service: ___________________________________________________________________________   
1. I give my permission for O EMH or O (other) __________________________________________________ to release to ________________________________________________________________ the following information: ____________________________________________________________________________
Information to be faxed to:    _______________________________________________________________
2. I consent only to the release of information specifically named above and only to the specific person or agency named above.

3. The purpose of this information is:   O Personal   O Continuity of Care     O Legal     O Insurance           
O Disability       O Other __________________________________________________________________
4. I understand that I have a right to revoke this authorization at any time except to the extent that it has already been used as previously authorized to take action on my behalf.  In all cases, any consent given hereby shall have a duration no longer than that reasonably necessary to effectuate the purpose for which said consent is given. If I do not later withdraw this permission, it is my understanding that it will automatically expire ninety (90) days from the date of the signature.

5. I authorize the release of any information contained in the above records concerning treatment of drug or alcohol dependence or abuse, drug-related conditions, alcoholism, psychiatric/psychological condition, psychiatric/mental health treatment and/or HIV/AIDS related conditions.

6. I understand that federal and state laws allow a fee to be charged for the copying of patient records and I will be responsible for payment of such fees, if applicable.

_________________________________________________________________________________________
Patient/Authorized Person						Date				Time

__________________________________________________________________________________________
Witness to Signature							Date				Time
The information released per this authorization has been disclosed from records protected by State and Federal confidentiality statutes.  These statutes prohibit further disclosure of the information without the specific written consent of the patient.
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