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AUTHORIZATION TO REOUEST HEALTH INFORMATION
lnstfl.rction:
To be completed when health information ts being requested from other
healthcare rovider

MRN:
Side 1 of 2

"PLEASE COMPLETE ALL AREAS OF THIS FORM-
Patienumember name (print) x Date of birthX I
lauthorize ChristianaCare to REOUEST my health information from:

(Street address)

(City Stale. Zip Code)

ATTN Telephone Fax

(N arre and Organizalion)

(Name and Organization)

(Street address)

(Cily. State Zip Code)

ATTN Telephone

t l l\,4ail rl Fax ll CallSend via
TO:

These records are needed forthe following reason: I Medical care
I Other (specify)

The following information is needed (specify): -l Medical records I lnsurance review I Other (specify)

Date(s)ot Visit Location, Department, Type of Service, Type oI Record, etc.

ln reference to the followin

E Legal consult n lnsurance review

I am specifically authorizing the request of the following:
E Genetic lnformation (describe above) i:l Substance Abuse Treatment J HIV keatment (does not include HIV testing result)
I PsVcholoqical and Psvchiatry Treatment (Psychiatrv notes require additional consent)

Please list any specific information that is needed

Expiration of this authorization.
This authorization expires in 180 days OR upon the following date or event

(specify date or event)

Revoking this authorization. This authorization may be revoked at any time but is not retroactive for requesls that have been
complied with in good faith. To revoke this authorization, please provide a written request to the department releasing your
information.

Signalure of Palienl Telephone No

DateSignature of Legal Representative and Relationshrp to Patient Telephone No

x X- ,- ,- o"
Date

The organization providing records will not condition treatmenl, payment, enrollment or eligibility for benetits on the completion of this authorizataon.

lnterpretation: The information has been presented to the: ! patient n represertative D decision maker n

The person who provided the intemretation is a qualified medical interpreter.

lnlerpreter Name Agency and lD# (if applicable)

TimeWtness Siqnature Prinl Name

anguage

Date

211A7 l,10472J1022A)A A photocopy of the signed authorization form is as valid as the original RAUTH - Auth
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