
Authorization for Use and Disclosure of Protected Health Information

The HIPAA privacy rules provide important protection for health information including that 
your authorization is obtained in certain circumstances. The HIPAA privacy rules apply to the 
use and disclosure of Protected Health Information (PHI) by entities providing medical care and 
treatment.

Patient Name: _______________________________________________________________________

Date of Birth: ________________________________________________________________________

Address:  ___________________________________________________________________________

Phone Number:  _____________________________________________________________________

Email:  ______________________________________________________________________________

Please release all my medical records (including visual fields, operative reports, diagnostic 
images, and other pertinent medical information) to the following individual/entity:

 

I understand that my express consent is required to release any health care information relat-
ing to testing, diagnosis, and/or treatment for HIV, sexually transmitted diseases, psychiatric or 
mental health disorders, and/or drug or alcohol use. If I have been tested, diagnosed, or 
treated for HIV, sexually transmitted diseases, psychiatric or mental health disorders, and/or 
drug or alcohol use, I am authorizing you to release all healthcare information pertaining to 
such diagnoses, testing or treatment.

Patient Name (printed): _______________________________________________________________

Patient Signature: ____________________________________________________________________

Date: _______________________________________________________________________________

FROM or TO:
(circle one)

FROM or TO:
(circle one)

THE COHN EYE CENTER


