
AUTHORIZATION TO DISCLOSE 
CONFIDENTIAL INFORMATION 

INFORMATION MAY BE DISCLOSED BY: 

Person/Facility: ______ _ _ ____ ___ _ _ ____________ Phone#:---------- --

Address: Fax#: ____________ _ 

INFORMATION MAY BE DISCLOSED TO: 

Person/Facility: _ _____ ___________ _________ ___ Phone#:-- --------- -

Address: Fax#:-------------

INFORMATION TO BE DISCLOSED: (Initial Selection) 

__ General Medical Record(s), including STD and TB 

Immunizations __ Family Planning 

__ Progress Notes 

Prenatal Records 

_ _ History and Physical Results 

Consultations 

__ Diagnostic Test Reports (SpecifY Type oftest(s) -----------------------------

__ Other: (specifY)------------------------------------

I specifically authorize release of information relating to: (initial selection) 
_ _ HIV test results for non-treatment purposes Substance Abuse Service Provider Client Records 

_ _ Psychiatric, Psychological or Psychotherapeutic 


