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Medford  OR 97504

Phone: (541) 414-0481
Fax: (541) 414-0482

ho a on o e an o e ea h n o a on

I hereby authorize (previous healthcare provider): To disclose to:

Name of disclosing party Name of Recipient

Address Address

City, State Zip City, State Zip

Phone Fax Phone Fax

e o an n o a on e a n n o:

Pa ent name (list other names used) SS  ate of irth

Address Phone number

For the purpose of:

a on: This authoriza on shall become e ec ve immediately and shall remain in e ect for one year from 
the above date of signature unless a di erent date is speci ed here  (date).

e o a on: This authoriza on is sub ect to ri en revoca on by the pa ent at any me.  The ri en 
revoca on ill be e ec ve upon receipt, except to the extent that the disclosing party or others have 
acted in reliance upon this authoriza on. 

e o e: I understand that the recipient may not la fully further use or disclose the health informa on 
unless another authoriza on is obtained from me or unless such use or disclosure is speci cally re uired or 
permi ed by la .

e e o : Chec  the box, ini al to specify hich type of informa on is to be disclosed, and then sign 
and date.  

 Medical informa on  (ini als)  Psychiatric informa on  (ini als)

 rug Alcohol Informa on  (ini als)  Results of I  Test  (ini als)

 ene c Records  (ini als)

Signature: Date: 

A copy of this authoriza on is as valid as the original.


