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HIPAA Information Release Request 
 

Please complete all sections of this HIPAA release form. If any sections are left blank, this form 
will be invalid, and it will not be possible for your health information to be shared as requested. 

Section I 

I, , give my permission for 
 to share the information listed in 
Section II of this document with the person(s) or organization(s) I have specified in Section IV 
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Section IV – Who Can Receive My Health Information 

I give authorization for the health information detailed in section II of this document to be 
shared with the following individual(s) or organization(s) 

Name:   
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I understand that the failure to sign/submit this authorization or the cancellation of this 
authorization will not prevent me from receiving any treatment or benefits I am entitled to 
receive, provided this information is not required to determine if I am eligible to receive 


