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HIPAA Authorization for Use or Disclosure of Health Information  

This form is for use when patient authorization is required to release medical information, which may or 
may not include protected health information (PHI) and electronic protected health information (ePHI) and 
complies with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) Privacy Standards.  

Date:    
   
Patient’s Name       
    
Date of Birth           
    
Social Security Number               
    
Gaston Family Practice has my authorization to discuss/disclose my medical information/records to 
the following parties I have listed below.  Example:  Husband, Wife, Friend, Partner, Child, Parent, etc.   
     
Name                Relationship                                                                Phone  
                                 

                               

                  

                  

      No One  

Medical Information Exception:  Please check one of the following boxes.  
  

       None      Specific Medical Records as follows: ___________________________________ 
 
          ____________________________________________________________________ 
 
  

Gaston Family Practice has my authorization to disclose my medical records/history to specialists  
or hospitals for continuation of my medical care.  

 
Medical Information Exception:   Please check one of the following boxes        
   

       None      Specific Medical Records as follows: ___________________________________ 
 
                      ____________________________________________________________________ 
 
  
          
 
            
           

  

  

     
  


