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I hereby authorize 
Patient Name:
Covering period(s) of treatment (Admission/Discharge Date, Same Day Care and/or Outpatient Visit Dates):



From:

Release to

Facility or Person


     



Address

     



City, State, Zip





Relationship to Patient



Home Phone


Daytime Phone
Purpose of Use or Disclosure (e.g. Continuity of Care): 

If the purpose listed above includes “marketing,” Johns Hopkins All Children’s Hospital [check one box] will ( or will not ( receive payment as a result of using or disclosing this information.  This does not include payment for any services provided to the above named patient.
Information to be Released:
 FORMCHECKBOX 
History and Physical
 FORMCHECKBOX 
 Discharge Summary(ies)

                              
 FORMCHECKBOX 
 Outpatient Care Clinic
 FORMCHECKBOX 
 Abstract (includes History & Physical, Discharge Summary
                                                
 FORMCHECKBOX 
 Developmental-Rehabilitative   
 FORMCHECKBOX 
 Other: 
                                                                                                                          Laboratory or other reports as applicable.)

I understand that all medical, surgical, psychiatric, and psychological information is confidential and that patient records are the property of Johns Hopkins All Children’s Hospital (JHACH) and its related corporate entities.  I will not hold JHACH, its employees, staff, or representatives responsible for any damage, mental or physical, which may be caused by the release of patient records and the information contained therein.

I understand that my authorization for release may be revoked at any time by written request to JHACH, but may not be revoked to include the release allowed by this document.  Also, if this authorization is permission for JHACH to disclose information to an insurance company, in order for me to obtain insurance coverage, the insurance company may still have the legal right to use the information to contest my coverage. 

I understand that the person or organization that receives the information because of this authorization may disclose this information to other people or organizations without my knowledge or consent.  Therefore, I hereby release JHACH, its employees, staff, and representatives from all liability relating to or arising out of this release of information contained in JHACH patient records.

I understand I can refuse to sign this authorization and I do not need to sign this authorization to receive treatment services from JHACH.  However, if the only purpose for providing the service is to obtain information in order to release information to myself or a third party, then I understand that I must sign the authorization in order to receive the service.

This authorization will expire in twelve (12) months following the date of signature, unless otherwise specified below.

Expiration Date:





Signed:









________________



Patient/Parent/Legal Representative




Date                        /                            Time










_______________



Relationship to patient, if not self




                  Date                         /                           Time
Witness:








 _______________





Signature






                  Date                         /                           Time

JOHNS HOPKINS ALL CHILDREN’S HOSPITAL AUTHORIZATION TO RELEASE MEDICAL INFORMATION





Please contact Release of Information at 727-767-7048 with questions.


Completed forms can be faxed to 727-767-8312 for processing.
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