Vital For Office Use Only:

Geriatrics

AUTHORIZATION TO RELEASE
PROTECTED HEALTH INFORMATION

Patient Name (Last, Middle, First) Date of Birth

Addpress City State Zip Code Telephone No.

1 am requesting my protected health information covering the period(s) of care:

/ / to / /
I authorize the following to be released from my medical records:
L History and Physical L] Consultation Reports O Billing & Insurance Records
O Clinic/Progress Notes [0 Laboratory & Diagnostic Results 00 Medication Record
Behavioral Health Records: [J Psychology/Therapy Notes (excluding [ Behavioral Health
U Psychiatry Progress Notes psychotherapy notes as defined by Evaluations/Assessments
HIPAA)

I Complete Medical Record
L Other:

I hereby consent to and authorize the above entities to release information from my medical record to:

Name of Doctor/Hospital/Insurance Company/Other Agency, Person, or Self:

Address City State Zip Code

Telephone No. Fax No.

Purpose for requesting information:

[J Legal [JInsurance [J Personal [J Continuation of Care [ Other:

Delivery Method:
[J Mail (Paper) [J Fax [ Print & Pick Up [ Email or Third Party Portal:

AUTHORIZATION

I understand that Vital Healthcare Solutions may deny this request under limited circumstances as provided for under state or
federal regulations governing the protection of personally identifiable health information. I further understand that except as
otherwise permitted under applicable federal law, I have the right to have a denial of my request reviewed by a licensed health care
professional selected by Vital Healthcare Solutions who did not participate in the decision to deny my request.

My authorization will automatically expire one hundred eighty (180) days after the date of signature. I may revoke this
authorization at any time, but must do so in writing, and the revocation will not apply to information that has already been released.
Information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be
protected by relevant federal and/or state law. My refusal to sign this authorization will not affect my ability to receive treatment.
By signing this form, I understand that I am authorizing Vital Healthcare Solutions to release information as described above.

(Signature of Patient or Authorized Representative) (Printed Name) (Relationship to Patient) (Date)

Verbal Consent (Verbal Consent to Release mental health information is acceptable if the patient is physically unable to provide a
signature and verbal consent is witnessed by two persons). 1 witness that the patient was physically unable to provide a signature,
but that he/she understood the nature of this release and freely gave his/her oral authorization.

(Witness Signature) (Witness Printed Name) (Date)

(Witness Signature) (Witness Printed Name) (Date)




