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Authorization for Release of Personal Health & Medical Records

     Name _________________________________________	 Date of Birth_______________________
     Address __________________________________________________
                    __________________________________________________
     Account Number __________________  Log in _________________________________________________
     I authorize:
_______________________________________________________
(Printed Name of Provider)
_______________________________________________________
(Address)
_______________________________________________________
(City, State, Zip) 

To exchange verbal and written Protected Health Information in accordance with the HIPAA 45 CFR, parts 160 & 164 with

Your Advocacy Business, LLC
Stephanie Schulz, BCPA
123 ABC Dr. Anytown USA, 12345
Phone 555-867-5309; Email Advocate@yourwebaddress.com

This applies to all information unless specified below.
_______________________________________________________________________________________
This authorization is effective for 1 year from the date signed.
_____________________________________________		_________________________________
   (Signature of Client or Authorized Representative)				                   (Date)
_____________________________________________                     _________________________________
(Printed Name of Client or Authorized Representative)                                      (Relationship to Client)
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