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Archdiocese of Washington

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION
Please print or type neatly. 

I, the undersigned, authorize the Secretary for Ministerial Leadership of the Archdiocese of Washington as appointed by the Archbishop and his successors, to receive all protected medical information for the purpose of review and evaluation.  I request that the designated record custodian of all covered entities under HIPAA disclose full and complete protected medical information. 
Name: 






 Date of birth: 





Address: 












Home Phone Number: 










Social Security Number: 










I understand the following:
a. I have the right to revoke the authorization in writing at any time, except to the extent information has been released in reliance upon this authorization.

b. The information released in response to this authorization may be re-disclosed to other parties and may then no longer be protected by federal privacy regulations.
c. My treatment or payment for my treatment cannot be conditioned on the signing of this authorization. 

d. That this authorization is voluntary and being made at my request. 

e. Any facsimile, copy or photocopy of this authorization shall authorize you to release the records requested herein.  
f. This authorization shall be in force until such time as it is revoked through written notification to and acknowledgement from the Secretary for Ministerial Leadership.. 

Signature: 









Date: 









Revised June 4, 2010
