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Authorization to Release Protected Health Information

Patient Name: DOB:

Address:

Release To: Phone: Fax:

Address:

Release From: Phone: Fax:

Address:

Purpose of Release:

Records that need to be released: (Check all that apply)

[ Labs [ Pathology [ Procedure Notes [1Other:

*This authorization is valid for one year from today’s date unless revoked in writing.

This authorization may be revoked in writing at any time with the exception of information released prior to
the date of the written revocation. Treatment, payment, enroliment, or eligibility for benefits cannot be
conditioned on signing this form (unless permitted by law). Protected health information, once released, has
the potential to be redisclosed by the recipient and is no longer protected by Snake River Dermatology.

| understand that the health information to be released may include information that is related to sexually
transmitted disease, acquired immunodeficiency syndrome (AIDS), human immunodeficiency virus (HIV),
behavioral or mental health services, or treatment for alcohol and/or drug abuse. My signature below
authorizes release of all such information unless | have signed here:

Signature: Date:
Relationship/Authority: Witnessed:
Fruitland Office Star Office

2101 N Whitley Dr. 11211 W Hercules Dr.
Fruitland, ID 83619 Star, ID 83669

(208) 452-5999 (208) 286-4254



