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AUTHORIZATIO

atient Name _______________________________

ddress ___________________________________

hone__________________________________ 

I AUTHORIZE

ame _____________________________________
 

ddress ___________________________________
hone_____________________________________
wish to receive my records:      ________Electro

THE FOLLOWIN
lease check off appropriate box(es)  

 Hospital Records (abstract)    
 Emergency Room Record 
 Lab Test Results 
 Radiology Test Results 
 Outpatient Therapy  
 Office Visit  (Doctor)__________________
 Other______________________________

 
pproximate dates of treatment ________________

urpose/need for information (specify the use of the 

THE FOLLOWING STATEME
I understand that my refusal to authorize disclosure
refusal to authorize may include incomplete diagno
be: ______________________________________

_________________________________________
ignature of patient or authorized legal guardian   

_________________________________________
elationship to patient, if signed by authorized repre

_________________________________________
ignature of witness (if applicable)    

OTICE TO PATIENT I understand that this consen
at as set forth in NorthShore University HealthSyst
otice to the Medical Record Department of the Nort
cted in reliance on this contract. This authorization 
s stated above. I understand I have the right to revi
uthorization may be subject to redisclosure by the r
ork records, Release of Information regulations as 

IRS         
  
 

N FOR DISCLOSURE OF CONFIDENTIAL INFORMATION  
0000-106 (5/2012)  

_____________________________________ Date of Birth__________________________________ 

__________________________________________________________________________________ 

 NORTHSHORE UNIVERSITY HEALTHSYSTEM TO RELEASE TO:  

__________________________________________________________________________________ 
(If an individual, describe the relationship to the patient)  
__________________________________________________________________________________ 
_ 
nically (CD)       ____Paper 
G INFORMATION FROM THE ABOVE NAMED PATIENT'S RECORD  

_ 
__ 

 
Please initial specific areas to release sensitive information 

⎯ Psychiatric Records 
⎯ HIV results 
⎯ Radiology Reports    
⎯ Drug/Alcohol Records 
⎯ Neurology Records         

____________________________________________________________________________________ 

information to be disclosed):_____________________________________________________________ 

NT APPLIES ONLY TO RECORDS RELATING TO PSYCHIATRIC TREATMENT  
 of the above-mentioned information will prevent disclosure of the information. The consequences of 
stic evaluation, recommendations or treatment. Additional consequences of refusal to authorize may 
_______________________________________________________________________________ 

_____________________________________________________________________________________
      date  

_____________________________________________________________________________________
sentative OR Authorized Relative Certificate (attached)   date 

_____________________________________________________________________________________
      date 

t is valid for 90 days from the date of signature, or until calendar date _____/_____/_____. I understand 
em notice of Health Information practices, that I may revoke this authorization at any time by giving written 
hShore University HealthSystem except to the extent that NorthShore University HealthSystem has already 
will automatically expire when the information requested has been disclosed, if I have given no prior notice 
ew and obtain the information to be disclosed. I understand that information disclosure pursuant to this 
ecipient and may no longer be protected by federal or state law. For psychiatric, psychological and social 
stated in the Illinois Mental Health Confidentiality Act will take precedence. 
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