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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

I hereby authorize ____________________________ to use and disclose protected health information from the records of:
Name: __________________________________ Social Security #: __________________ Date of Birth: ______________
Medical Record #: _________________________ Dates of Service: ____________________ to _____________________
For the Purpose of Criminal Prosecution

I specifically authorize use and disclosure of the following records: (Please check)
 Complete Medical Record    History/Physical     Pathology    ER Visit   Discharge Summary    PT/OT/ST  
 Admission Face Sheet   Radiology Reports   Operative  Lab   Immunizations   Consultation   EKG       
 Other
 
Permanent Transfer of Original Radiology Films
I hereby authorize ____________________________________ to permanently release/transfer original Radiology Films for dates of service outlined above.  __________________________________ is hereby released from legal responsibility for the safe keeping (storage) of said original film records. ________ (Initial)

I understand that these records can include information about HIV/AIDS status, alcohol and substance abuse, and/or mental conditions.  _______________________________________ is hereby released from legal responsibility or liability for the release of information to the extent authorized herein.  This authorization extends to furnishing of copies of any/all parts of the record in order to comply with the request as stated above. ________ (Initial)

I understand that copies of the records indicated above will be mailed to:  Wayne Springer Chief Investigator  
38th Judicial District Attorney’s Office 3102 Avenue G, Hondo, Texas 78861 Office: (830)741-6187

· I understand that to the extent any recipient of this information, as identified above, is not a “covered entity” under Federal or Texas privacy law, the information may no longer be protected by Federal and Texas privacy law once it is disclosed to the recipient and, therefore, may be subject to re-disclosure by the recipient.
· I understand that I may revoke this authorization in writing at any time except to the extent that the records have already been mailed or delivered to the recipient.
· Unless otherwise revoked, I understand that this authorization is valid until the 180th day after the date it is signed unless it provides otherwise or unless it is revoked.
· I understand that the above mentioned hospital or treatment facility may not condition treatment on my completion of this authorization.

Patient Signature or Legal Representative: ______________________________________________

Printed Name of Patient or Legal Representative: ________________________________________

Representative’s Authority to Act for Patient: ___________________________________________

DATE: ____________________                                 Original to Chart                            Copy to Requestor 
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