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Authorization for Use or Disclosure of Protected Health Information 

PATIENT’S NAME: __________________________________ DATE OF BIRTH: _________PHONE: ___________________ 
FROM:          RELEASE TO: 
    NAME: ______________________________________         NAME:__________________________________________ 
    ADDRESS: ____________________________________        ADDRESS:________________________________________ 
                _______________________________________                  _________________________________________    
    PHONE: _____________________________________          PHONE:__________________________________________ 
    FAX: ________________________________________         FAX: ____________________________________________ 
 

DESCRIPTION OF THE INFORMATION TO BE DISCLOSED: 
 All medical records from ________________ to ________________ 

DATE              DATE 

 Specific information to be released as follows:  ____________________________________________________ 
___________________________________________________________________________________________
___________________________________________________________________________________________ 

REASON FOR RELEASE: _______________________________________________________________________________ 
 
A CHARGE OF $.65 PER PAGE FOR PERSONAL COPIES OF MEDICAL RECORDS PER CT STATUTE 20-7C 
 

If records are being picked up in person by someone other than yourself, please state to whom you grant permission: 
___________________________________________               ____________________________ 
NAME                   RELATIONSHIP TO PATIENT 
 
PHOTO ID IS REQUIRED TO PICK UP RECORDS 
THE ABOVE MENTIONED PROTECTED HEALTH INFORMATION MAY BE SUBJECT TO RE-DISCLOSURE BY THE PARTY 
RECEIVING THE INFORMATION AND MAY NO LONGER BE PROTECTED BY HIPAA PRIVACY RULES.  BY SIGNING THIS 
FORM, YOU AUTHORIZE CONNECTICUT EYE CONSULTANTS, P.C. TO USE AND DISCLOSE PRIVATE HEALTH INFORMATION 
ABOUT YOU FOR THE REASONS STATED ABOVE.  YOU HAVE THE RIGHT TO REVOKE THIS AUTHORIZATION AT ANY TIME, 
IN WRITING, SIGNED BY YOU.  HOWEVER, SUCH A REVOCATION SHALL NOT AFFECT ANY DISCLOSURES WE HAVE 
ALREADY MADE IN RELIANCE ON YOUR PRIOR AUTHORIZATION.  SUBMIT YOUR REVOCATION TO THE PRIVACY OFFICER 
OF THE PRACTICE.  THIS AUTHORIZATION IS VALID FOR ONE YEAR FROM THE DATE OF SIGNATURE UNLESS SPECIFIED. 
 
I UNDERSTAND THAT THESE RECORDS MAY INCLUDE SENSITIVE INFORMATION ABOUT, HIV/AIDS, SUBSTANCE ABUSE, 
ALCOHOL ABUSE, MENTAL HEALTH, SEXUALLY TRANSMITTED DISEASES AND/OR ANY OTHER SENSITIVE INFORMATION. 
 
If you have sensitive medical information that you DO NOT want disclosed, indicate it by initialing below: 
______ Substance abuse treatment information  ______ HIV related information, including AIDS related testing 
______ Behavioral/psychiatric/mental health services ______ Sexually transmitted diseases 
 
THIS AUTHORIZATION IS SIGNED BY: _____________________________________________________    _______________ 

     PATIENT/REPRESENTATIVE SIGNATURE                         DATE 
        _____________________________________________________    _______________ 

RELATIONSHIP TO PATIENT                          DATE 
              

              Revised 8/24 


