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AUTHORIZATION FOR RELEASE OF PATIENT IDENTIFIABLE HEALTH INFORMATION
This Authorization form is designed to meet the requirements of federal privacy regulations issued by the Department of Health
and Human Services at 42 CFR 164.508 and Annotated Code of Maryland, Title 10 Health General Article 4-301—4-307.

| hereby authorize Family Healthcare of Hagerstown to release to obtain from:

(Name (i.e. physician, hospital, attorney, insurance company, self, etc.)

(Address, City, State, Zip Code) (Phone Number) (Fax Number)

The following health information from the medical records of:

Patient Name Date of Birth Social Security Number

Specific Information to be disclosed (includes New Patients):

0 Entire Record o Other (specify) O Test Results (specify)

O Limitations (specify) o Dental Record

0 Most Recent History & Physical, Discharge Summary, Operative Report(s), and Consultation(s)

0 Most recent Office notes 0 Mammogram and Pap screening o Colonoscopy

o All lab results within 1 year 0 Active Consultations o All radiology reports

Specific Information to be disclosed: Mental Health
0 Entire Record 0 Medication list 0 Therapy Notes 0O Progress Notes
O Limitations (specify) o Other (specify)

This health information is needed for:

O Personal Use o Continuing Medical/Dental Care o School o Insurance

O Legal Reasons o Social Security/Disability o Military o Other

I do | do not wish to have information about HIV/AIDS released under this authorization.

I do | do not wish to have mental health records released under this authorization.

I do I do not wish to have information about drug/alcohol abuse treatment released under this

authorization.

| also understand that the person giving authorization by a written and dated notice to Family Healthcare of Hagerstown may revoke
this authorization. | understand that the revocation will not apply to information that has already been released in response to this
authorization. | understand the revocation will not apply to my insurance company when the law provides my insurer with the right to
contest a claim under my policy. This authorization expires one year from the date of signature unless | specify otherwise or revoke it. |
understand that once the above information is disclosed, it may be re-disclosed by the recipient and federal privacy laws or regulations
may not protect the information. | understand authorizing the use or disclosure of the health information identified above is voluntary.
| need not sign this form to ensure healthcare treatment. | understand that | may be charged for copies of my health information.

Signature of Parent/Executor/Legal Representative Date Signature of Patient Date
Witness Date Witness Date
201 S. Cleveland Avenue Hagerstown MD 21740 301-745-3777 Fax 301-393-3453

Walnut Street Community Health Center, Inc. does business as Family Healthcare of Hagerstown (FHH). This health center receives funding through Health and
Human Services (HHS) and is a grantee under 42 U.S.C. 254b. FHH has Federal Public Health Services (PHS) deemed status related to certain health or health-related
claims under 42 U.S.C. 233(g)-(n). This includes medical malpractice claims for itself and its covered individuals. FHH is a nonprofit organization under section
501(c)3 of the IRS Code. This institution is an equal opportunity provider and employer. Revised: 03.2023



