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San Francisco 
Health Network 

SAN FRANCISCO DEPARTMENT OF 

PUBLIC HEAL TH 

AUTHORIZATION FOR USE OR DISCLOSURE OF 

PROTECTED HEALTH INFORMATION 

PATIEN T INFORMATION 

Medical Record # Birth Date: I dd I yy
Last four digits 

�Social Security Number: 
-

Patient Name: Last 7 • First ,_, Ml 
Other Names Used: 
Phone: ( ) 

LJ Home 
□ Phone Message Okay \ Email:□ Cell

RELEASE MEDICAL RECORDS TO: I 
Name: 
Address: 
City I State I Zip Code 
Phone: Fax: Email: 
TYPE OF FORMAT Check one) TYPE OF DELIVERY (Check one) 

□ Paper I □ CD □ Mail I □ Fax I □ Pick Up J □ Email (secure) 
TREATMEN T DATES and LOCATIONS 

From: mm/ dd I YJ to mn ; dd I y''y 

D Zuckerberg San Francisco General Hospital and Trauma Center D Laguna Honda Hospital and Rehab Center 
□ Balboa Teen Health □ Behavioral Health Services D Ocean Park Health D Southeast Health 

Center 1380 Howard Street Center Center 
D Castro Mission Health D Curry Senior Center D Potrero Hill Health □ Tom Waddell Urban

Center Center Health Center (230
Golden Gate Avenue)

D Chinatown Public D Larkin Street Youth Center D S.F. Behavioral D Tom Waddell Urgent 
Health Center Health Center Care (50 Dr Tom 

887 Potrero Avenue Waddell Place) 
D Cole Street Youth D Maxine Hall Center D Silver Avenue Health □ Youth Guidance

Center Center Center
□ Other Location:
PURPOSE OF REQUEST (45 CFR 164.508) 
□ Personal Use (Copies) □ Healthcare Provider □ Leqal Purpose
□ Disability Claim □ Insurance □ In-Person Review of Records
□ Other (olease soecifv):
PLEASE CHECK ITEMS TO BE RELEASED 
□ Pertinent Packet: Discharqe Summarv, Operative Report, Lab, X-rav, Consultation, Pathology
□ Discharge Summary □ Emergency Room Record □ EKG/ Echo
□ History & Phy sical Exam □ X-Ray/ CT/ MRI/ ULT/ NM □ Immunizations
□ Consultation Report(s) □ Progress Note(s) □ Lab
□ Operative Report(s □ Complete Health Record □ Dental
□ Anesthesia Record □ Implant Record □ Other:
□ Pathology Report( s □ Substance Use Disorder Treatment Records** □ Mental Health Records**
usPECIAL AUTHORIZATIONS - Rec uires additional signatures and dates below. 

Substance Use Disorder Treatment Records Signature Date 1'1mldd/yy 

Mental Health Treatment Signature Date rim dd yy 

HIV Test Signature Date r,r, dd11y 

Genetic Testing Signature Date 11rj V 
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San Francisco 
Health Network 

SAN FRANCISCO DEPARTMENT OF 

PUBLIC HEAL TH 

AUTHORIZATION FOR USE OR DISCLOSURE OF 

PROTECTED HEALTH INFORMATION 

SPECIAL INSTRUCTIONS: Indicate below an limitation to the records re uested dates treatment 

TIME LIMIT and RIGHT TO CANCEL 

This authorization to release health information is voluntary and may be canceled at any time. Unless 
canceled, this authorization will expire on the following date 1'lm1ddiVv , or one year from date of signature, 
unless otherwise specified. The cancellation must be in writing, signed by you or your representative and 
delivered to medical records of the facility where requested. The cancellation will take effect upon receipt of 
your signed cancellation, but will not apply to records already sent. 

REDISCLOSURE/ RE-RELEASE 

I understand the information disclosed pursuant to this authorization could be redisclosed by the recipient. 
Such redisclosure is in some cases not prohibited by California law and may no longer be protected by federal 
confidentiality law (HIPAA); however, information protected by 42 CFR Part 2 continues to be subject to that 
protection. In addition, California law prohibits the person receiving my health information from making further 
disclosure of it unless another authorization for such disclosure is obtained from me or unless such disclosure 
is specifically required or permitted by law. The facility is hereby released from any legal responsibility or 
liability for disclosure of information to the extent indicated and authorized. 

MY RIGHTS 

I may refuse to sign this Authorization. My refusal will not affect my ability to obtain treatment, payment, or eligibility of 
benefits. I may inspect or obtain a copy of the health information I am being asked to disclose. 

I understand that I have the right to a copy of this authorization. 

Date: r mdd� 

If not the patient, indicate Relationship: D Parent D Guardian D Executor D Other: _____ _ 
Witness: -----------------,,----,--__,...,,..,,..-------,-------,-----,----------(Required if PatienUClient unable to sign) 

HIS Staff Only: 
ID Verification: '.:J Drivers License C Passport □ Other _____________ _

V T d B / mm/dd/yy en 18 y: 
Initials and Date 

Request Received By: ---,-.,,.,.......,-I mm ddtyy Request Processed By: ___ / mm/dd/yy 
Initials and Date Initials and Date 

Requested Copies Provided on mrntdd, 1Y via D Mail D Fax D Pick Up D Other 
**MENTAL HEALTH RECORDS (Lanterman-Petris-Short Act) 

Undersigned physician, licensed psychologist or social worker in charge of mental health care of this client 
D APPROVES release of the mental health treatment records. D AGREES to provide a summary of the mental health record. 
D DENIED by clinician - Reason: ________________________ _ 
D Other: 
Mental Health Provider Degree 

Date: mm1a- \Y Signature _________ CHN ID# ___ _ 

Printed Name/ designation __________________ _ 
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