
 
 

100 UH Health Center 
Houston, Texas 77204-3019 

713-743-5151  FAX: 713-743-5164 
 

Authorization for Release of Medical Records 
 

Office of the General Counsel 
Authorization for Release of Medical Records 
OGC-S-2012-09  Created 1.24.12 

    (                )              - 
Name of Patient (Please Print) 

 
 Date of Birth  Phone Number 

I, the undersigned and above-named patient, authorize the following information to be released: 
 

INFORMATION TO BE RELEASED:    

   History & Physical  Psychiatric Assessment  Progress Report  Immunizations  
   Nurse’s Notes  Provider’s Orders/Notes  Consultation Report  Lab Report 
   Radiology Report  At patient’s request  Other:   
   

Please Print  
I understand that the health information to be released may include, but not be limited to: history, diagnoses, and/or treatment of drug or alcohol abuse, mental 
illness, or communicable disease, including Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome (AIDS).  By marking the box below, I am 
specifically authorizing the release of information relating to:   
 

   Substance abuse (including alcohol/drug abuse) 
   Mental health 

  Psychotherapy Notes  
 HIV related information (including AIDS relating testing) 
 

 

I request copies of my medical records to be transferred (initial which option(s) apply): 

    TO:     FROM:      UH Health Center  
   Print Name of Organization (Doctor, Hospital, Attorney, Insurance Company, Self, etc.)  

Initials     
    Complete address of organization from which disclosure is to be made  
 

    TO:   UH Health Center   FROM:  
    Print Name of Organization (Doctor, Hospital, Attorney, Insurance Company, Self, etc.) 

Initials     
    Complete address of organization from which disclosure is to be made  
  

PATIENT INFORMATION IS NEEDED FOR:   

   Continuing Medical Care  Insurance  Social Security/Disability  School 
   Military  Personal Use  Legal Purposes  
   Other:   
 Please Print 

 

I understand that my records are confidential and cannot be disclosed without my written authorization, except when otherwise permitted by law. Information used 
or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal or state HIPAA or medical 
privacy regulations. However, other state or federal law may prohibit the recipient from disclosing specially protected information, such as substance abuse 
treatment information, HIV/AIDS-related information, and psychiatric/mental health information.  The University of Houston, the UH Health Center, and their 
respective employees, officers, health care providers and agents are hereby released from any legal responsibility or liability for disclosure of the above information 
to the extent indicated and authorized herein. 
 

I understand that treatment or payment cannot be conditioned on my signing this authorization, except in certain circumstances such as for participation in research 
programs, or authorization of the release of testing results for pre-employment purposes. I understand I may be charged a retrieval/processing fee and for copies of 
my medical records. I understand my treatment will not be conditioned by my completion of this form. I understand that I may revoke this authorization in writing at 
any time except to the extent that action has been taken in reliance upon the authorization. If this authorization is not earlier revoked, this authorization shall 
terminate on _________________________, or within six months from today’s date, whichever occurs sooner.   
 

By signing below, I acknowledge that I have read and understand this Authorization. 
                                                                                                       
 

 
Signature of Patient or Legally Authorized Representative 
 
 

 Date 

Printed Name of Patient or Legally Authorized Representative  Authority to Sign if not Patient: 
   

FOR OFFICE USE ONLY 

 Date Request Processed:  By:  Identification Presented:  Payment:   
         

01/2012 
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