Authorizations for release, use and disclosure of health information
To: _____________________________________
Patient Name: _________________________________

Date of Birth: _____________________________
Social Security Number: _________________________

Dates of Treatment/Service: ________________________________________________________________


I, the undersigned, hereby authorize ________________________________________ to release the following health information from my records on file:

1.
Any and all information and/or opinions which you may possess regarding my present or pass physical, mental or emotional condition and treatment rendered; and to permit these attorney to examine or copy any x-ray, MRI, CT Scan and PET films or records which you may have regarding my condition, treatment or service. 

2.
Discharge Summaries, History & Physical Examinations, Consultations Notes, Operative Reports, Anesthesia Records, Emergency Department Records, Ambulance Run Sheets, Pathology Reports, Toxicology Reports, Nursing Notes, Lab Reports, Progress Reports, Office Notes, Examination Notes, Physical Therapy Records Observation Notes, Nuclear Medicine Images, Outpatient Clinic Notes, Immunization Records, Photographs, X-ray, CT, Ultrasound, PET, or MRI images or any and all other of my Medical Records which you may have regarding my treatment/service at your facility. 

3.
This Authorization includes release of information concerning HIV testing or the treatment of AIDS, drug or alcohol abuse, sexually transmitted diseases, drug related conditions and/or alcoholism. 

The Above information is to be released to:

The COMMONWEALTH’s ATTORNEY, 54TH JUDICIAL CIRCUIT



2995 Washington STreet
P.O. BOX 168




BURLINGTON, KY 41005



(859) 586-1723


This authorization shall also apply to any and all of the information mentioned above regarding any person whom I represent as Guardian, parent (if the patient is a minor), next friend, committee, Executor, Administrator, or for any living person for whom I act as Personal Representative. To the Extent applicable, supporting documentation is attached hereto. 


This Authorization must be signed and dated, and my be revoked at any time by a written document tendered to the medical provider to whom this Authorization is directed; except to the extent any action has been taken prior to revocation. In the absence of a revocation, as set forth herein, this consent will expire 180 days from the date below. A photocopy of this Authorization shall have the same force and effect as the original. 


The medical provider to whom this Authorization is directed may not condition treatment or payment the execution of this Authorization. This Authorization revokes all prior Authorizations, from whatever source and is made at the request of the individual signing below as the Patient. 

I hereby state that I have read and fully understood the above statements as they apply to me and understand that the information used or disclosed by virtue of this Authorization may be subject to re-disclosure by the receiving entity and no longer protected by the privacy regulations of the Health Insurance Portability and Accountability Act of 1996 (HIPPA). I hereby consent to the disclosure of the treatment records to the extent stated above. Pursuant to KRS 422.317, please consider this as my request for a free copy of my medical records. 
DATE: ____________________________________


PATIENT: ______________________________

WITNESS: _________________________________

