
 

 

 
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 

 
Name of Patient ______________________________________________________ Date of Birth ______________________________________________ 

 
Street Address _________________________________________________ City, State, Zip Code _____________________________________________ 
 

I authorize the use and/or release of my protected health information as described below. I understand that the information used or released as a 

result of this Authorization may no longer be protected by federal privacy laws and may be further used or released by persons or organizations 

receiving it without obtaining my authorization. I may refuse to sign this Authorization, which will not affect my ability to obtain treatment or 

payment of claims. I have the right to revoke this authorization by providing written notice to Family Health Care Center. Revocation of this 

Authorization will not affect any action taken before receipt of the written revocation. 

 

I AUTHORIZE:                   TO RELEASE PROTECTED HEALTH INFORMATION TO: 

_______________________________________________           __________________________________________________ 
Name of Physician / Health Care Facility / Other   Name of Physician / Health Care Facility / Other 
______________________________________________________  _________________________________________________________ 
Street Address                                     Street Address 
______________________________________________________  __________________________________________________________ 
City, State, Zip Code         City, State, Zip Code 
 

HEALTH INFORMATION TO BE RELEASED:                                                
O All Medical Records O Immunization Records O Lab Reports O X-ray Reports O Billing Records 
O Other (describe) _____________________________________________________________________________________________________  
OR THE FOLLOWING DATE(S) OR TIME FRAME (MM/DD/YYYY): From:_____/_____/_____  To: _____/_____/______ 
Federal and state laws require special permission to release certain information. Please check if these records SHOULD BE released: 
O Mental Health O Alcohol and/or drug abuse O HIV/AIDS test results O Developmental disabilities 
PURPOSE OR NEED FOR DISCLOSURE: (Check Applicable Categories) 
O Further Medical Care O Patient’s Request O Insurance/Eligibility Benefits O Disability Determination O Legal Investigation  
O Other (please describe)_______________________________________________________________________________________________ 
EXPIRATION: This authorization will expire on ____/____/_______. If I do not indicate a date, this will expire one (1) year from the date on my signature 
below. A photocopy of this authorization is a s valid as the original.  
SIGNATURE:  I understand that this authorization is voluntary. I am confirming my authorization that the health care provider may use and/or disclose to 
persons and/or organizations named in this form the protected health information described in this form.  
Signature_________________________________________________________________Date:_________________________________________ 
If this authorization is signed by a representative on behalf of the patient, complete the following: 
Representative’s Name:__________________________________________________________Relationship to patient:_________________________________ 
 
 

Family Health Care Center P.C. 

Thad H. Riley, M.D. | Angela Davis, M.D. | Susan B. Riley, CDE, FNP, DNP | Kelly Tillman, FNP-BC | Katelyn Clifton, FNP-BC 

 

23702 U.S. Highway 80 East 

Statesboro, Georgia 30461 

(912) 489-4090 Ext 140 

Fax (912) 764-5028 

www.familyhealthcarecenter.com 




