
 
CONSENT FOR THE RELEASE OF PERSONAL HEALTH INFORMATION 

 
I authorize the following personal health information to be released pertaining to the 

diagnosis/condition of:_________________________________________________________ 

​Summary of Care (Provider notes, imaging reports, medications, labs etc) OR 

​Specific records as indicated:______________________________________________ 

 
I authorize the release of my records for the dates ranging from: ___________to___________ 
 

To:___________________________                              From: __________________________ 

     ___________________________                                        __________________________ 

     ___________________________                                        __________________________ 

     ___________________________                                        __________________________ 

 

This information is to be used for the purpose of: 
​Consultation for treatment and/or collaboration of care 
​Historical records review 
​Other:_________________________________________________ 

 

I understand that I have the right to refuse to sign this authorization form and that Hope College 
Health Center is released from all legal liability that may arise from the release of the information 
requested. I understand I have the right to inspect or copy my PHI as permitted under federal 
law.  I understand that I may revoke this authorization at any time by notifying Hope College 
Health Center.  
 

This authorization is for: 

​Single disclosure 

​Continuing disclosure, valid until_________________________(expiration date) 

 

Printed Name:________________________________________Date of Birth:_____________​

 

Signature of patient: _______________________________Date of Signature:______________ 

 

Witness:_______________________________ 
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