
San Francisco 

Health Network 

SAN FRANCISCO DEPARTMENT OF 

AU THORIZATION FOR USE OR DISCLOSURE OF 
PUBLIC HEALTH 

PROTEC TED HEALTH INFORMATION 

OR VERBAL CARE COORDINATION 

PATIENT INFORMATION 

Medical Record #: Birth Date: mrr / jd / YY

Patient Name: Last First 
Other Names Used: 

Phone: ( )
□ Home

□ Phone Message Okay□ Cell
□ REQUEST RECORDS FROM:
□ RELEASE MEDICAL RECORDS TO:
Name: 
Address: 
City: I State:
Phone: Fax: Email: 

Last four digits 
Social Security Number: 

Ml 

I Email:

I Zip Code: 

TYPE OF FORMAT (Check one) TYPE OF DELIVERY (Check one) 
□ Paper I D CD D Mail I □ Fax I D Pick Up I □ MYCHART

TREATMENT DATES and LOCATIONS 

From: mm/ dd / YY to mrr, I dd I yy

D Zuckerberg San Francisco General Hospital and Trauma Center ID Laguna Hornda Hospital and Rehab Center 
□ SF Ambulatory / Specialty Clinics □ SF Youth Teen Center □ Jail Health
□ Behavioral Health Centers DC urry Senior Health Center □ Home Health
□ Other:
PURPOSE OF REQUEST C45 CFR 164.508) 
□ Personal Use (Copies) □Healthcare Provider □ Legal Purpose
D Disability Claim □ Insurance □ In-Person Review of Records
□ Verbal communication with those listed above I□ Other (please specify):
BEHAVIORAL HEALTH FINANCIAL ELIGIBILITY AUTHORIZATION1

□ Subscriber Assignment of Benefits I□ Subscriber Release of Info I □ Coordination of Benefits
PLEASE CHECK ITEMS TO BE RELEASED 
□ 1-'cKI INENT PACKc I: D1scharqe Summary, Operative Report, Lab, X-RAY, Consultation, Patholoav
□ Discharge Summary □ Emergency Room Record □ EKG/ Echo
□ History & Physical 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 □ Billing Statements/Records
□ Pathology Report(s) □ Substance Use Disorder Treatment Recordsn

□ Mental Health Records,..,.

□ Other:
**SPECIAL AUTHORIZATIONS - Requires additional signatures and dates below. 

Substance Use Disorder Treatment Records/Diagnosis Signature: Date: rrr,1dd1yy 

Mental Health Treatment/Diagnosis Signature: Date: mmtddlyy 

HIV Test/l)iagnosis Signature: Date: ml'Tl/dd/yy 

Genetic Testing/Consultation Signature: Date: mr,rddlyy 
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