
TO RELEASE INFORMATION 
 

 

Authorization for Release of Protected Health Information 
 

PATIENT INFORMATION: 

Patient Name: 

Address: City: State: Zip Code: 

Date of Birth: Phone Number: 

I HEREBY REQUEST AND AUTHORIZE: 

Name: Community Family Clinic 

Address: 2100 Alan Street City: Idaho Falls State: Idaho Zip Code:  83404 

Phone Number: (208) 528-7655 Fax Number: (208) 524-9390 

TO RELEASE INFORMATION TO: 

Name or Facility: 

Address: City: State: Zip Code: 

Phone Number: Fax Number: 

For the Following Purpose(s): For the Use and Disclosure of the Following Records: 

□  To provide treatment 

□  Coordination of care 

□  To conduct an evaluation 

□  At the request of the patient 

□  Other _______________________ 

□  Medical 

□  Dental 

□  Behavioral Health* 

□  All 
 
* Only appointment 

summaries are available 
 
See below for substance 
abuse records 

□  Charges, payments, and billing information 

□  Treatment records/progress notes/summaries 

□  Lab tests 

□   X-rays 

□  Other _______________________________ 

□  All records 
 

Substance Abuse Records: 

If any of the requested records contain information regarding alcohol or drug abuse treatment, it is protected by Federal 
confidentiality rules (42 CFR Part 2). The federal rules prohibit you from making any further disclosure of this record unless 
further disclosure is expressly permitted by the written consent of the individual to whom it pertains or as otherwise 
permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is NOT sufficient for this 
purpose. The federal rules restrict any use of the information to investigate or prosecute any substance abuse patient. 

By initialing below, I specifically authorize the release of my records protected under 42 CFR Part 2. I understand that 
these records may not be used in legal proceedings against me without my specific written consent or a court order. I have 
been notified that the recipient is prohibited from re-disclosing this information without my further written authorization. 
 

Patient Initials: _________ 

Service Date Range: Authorization Expiration: 

□  Send ALL my records (everything from my first visit 

until now).  

□  Send my records created on or during this time only: 

               Start Date: __________   
               End Date: __________ 
 

 

This authorization will end/expire on: 
 
Date: _______________ 
 
CFR 42 Part 2 authorization release cannot be longer than 
reasonably necessary to serve the purpose.  

 



TO RELEASE INFORMATION 
 

Last Updated 3/24/2026 

 

Authorization 

I authorize the use or disclosure of my health information to the individual(s) named above. Unless otherwise revoked, this 

authorization will expire on the following date, event, or condition (if I do not specify an expiration date, event or condition, 

this authorization will expire in one year). 

I understand that any disclosure of information carries with it the potential for re-disclosure and that the information then 

may not be protected by Community Family Clinic or federal confidentiality and privacy laws. 

I may revoke this authorization at any time, except where information has already been released in reliance on my 

authorization, provided that my revocation is in writing. 

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I 

do not need to sign this form to assure treatment; however, if this authorization is needed for participation in a research 

study, my enrollment in the research study may be denied. 

I understand that I may inspect or obtain a copy of the information used or disclosed. 

Community family Clinic, its employees, agents and volunteers are hereby released from any legal responsibility or liability 

for disclosure of the above information to the extent indicated and authorized herein. 

 

I certify that I understand and agree to the statements above. I have been given the opportunity to ask questions, 

and all questions I had were answered to my satisfaction. 

 

_________________________________________________________________________________________________ 

Patient or Responsible Party Signature       Date   

 

_________________________________________________________________________________________________ 

Printed Name of Patient or Responsible Party       Relationship to Patient  

  


