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AUTHORIZATION FOR USE OR DISCLOSURE 
OF PATIENT HEALTH INFORMATION 
Note:  Fees may apply to certain requests 

Patient Name: _____________________________ 
Kaiser # _______________ Date of Birth: ________ 
Address: __________________________________� 
City: _____________________________________� 
State: __________________ Zip Code: _________ 

( )Telephone Number: _________________________ 
Email: ____________________________________ 

Providers named herein will not condition treatment, payment, enrollment or

eligibility for benefits on providing, or refusing to provide this authorization. 


This authorizes the following Providers including Kaiser
Permanente Medical Center(s): ___________________ 
____________________________________________� 

To: Produce a copy of medical records as
speciſed beloY 

� Complete form(s) (Please specify form 
type(s) in the P74P1SE section beloY) 

� AlloY named physician to XieY records 

Provider(s) may disclose this information to: 
Recipient Name: ___________________________�
Address: _________________________________�
City: ____________________________________�
State: __________________ Zip Code: _________ 

( )Telephone number: _________________________ 
( )(aZ number: _______________________________ 

Email: ____________________________________ 

P74P1SE: The health information disclosed may only be used for the folloYinI purposes: 

FOR COPIES, SPECIFY THE HEALTH INFORMATION NEEDED FOR USE OR DISCLOSURE 
��/edical 1fſce 4ecords dated from __________ to __________ 
��Hospital Records dated from __________ to __________ 
NOTE�  HQURKVCN CPF OGFKECN QHſEG TGEQTFU OC[ KPENWFG KPHQTOCVKQP TGNCVGF VQ OGPVCN JGCNVJ, 
alcohol/drug, and HIV references. The actual treatment records from mental health and/or alcohol/drug
deRartments, and/or results of HIV tests YKll not De dKsclosed unless sRecKſcall[ reSuested DeloY. 

SIGNATURES AND DATES REQUIRED IF ANY OF THE FOLLOWING BOXES ARE CHECKED 
� Mental Health dated from ________ to _________ SiInature: ______________________ Date:________ 
� Alcohol � DruI dated from ________ to _________ SiInature: ______________________ Date:________ 
� HIV Test Results dated from ________ to ________ SiInature: ______________________ Date:________ 

� Speciſc InLury�Treatment: ________________ Department: _______________ dated from ________ to ________ 
� X-Ray: � ImaIes and�or (ilms � Reports Describe: ________________________________________ 
� Laboratory Results dated from ____________ to ____________ 
� Other (specify):_______________________________________________________________________________ 
� Protected Minor Records (Adolescent Conſdential)� Only applicable for patient reSuesters ��-�� years old� 

Media Preference: �Paper �CD (if aXailable electronically) DeliXer[ Preference: �Mail �PicMup �(aZ �Email

DURATION: This authori\ation shall remain in effect for one year from the date of siInature unless a 
different date is speciſed here _______________(date)� 

REVOCATION: ;ou or your representatiXe can reXoMe this authori\ation upon Yritten reSuest� If you 
reXoMe� it Yill not affect information disclosed before the receipt of the Yritten reSuest� 

REDISCLOSURE: Once this health information is disclosed� hoY the recipient further discloses it may no 
lonIer be protected under federal priXacy laY (HIPAA)�

A copy of this authori\ation is as Xalid as an oriIinal� I haXe the riIht to receiXe a copy of this authori\ation�

Date SiInature If not patient� print your name and relationship 
KP-KPIC- HIPAA AUTHORIZATION 12012015 
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