
 
  PO Box 639                                                 

  Danville, AR 72833       
  Phone: 479-495-6216               Fax 479-495-6347 
                    

Authorization to Disclose Health Information 
Legal Last Name of Patient 

 

 

First  

 

 

MI Date of Birth 

 

 

Patient Address 

 

 

 

  

By signing this form, I authorize the following record holder to disclose the following specific confidential information about me: 

I authorize Chambers Memorial Hospital to (circle one) obtain/release 

my records 

 

Specific Information to be Disclosed 

 (include dates) 

  

  

  

 
Purpose/Reason for Disclosure 
  

In addition laws relating to use and disclosure may apply to the following information.  By signing this 

form below I authorize the disclosure of the following information:     

  

* HIV (human immunodeficiency virus), *AIDS (acquired immunodeficiency syndrome, *STDs 

(sexually transmitted disease) Mental Health/Psychiatric records, Alcohol screening with positive 

results, Drug testing with positive results, and/or Genetic Testing. 

  

* This authorization is valid for thirty days from the date of signing. 

* I understand that I may cancel this authorization.  I understand that if I cancel this authorization, I must do so in writing and present it to Chambers Memorial 

Hospital, CMH Clinic, Plainview, WYC & Scenic 7 Clinic.  I understand that the cancellation will not apply to information that has already been released.  I 
understand that cancellation will not apply to my insurer.  

* I understand that once the above information used and disclosed as stated in this authorization may be subject to re-disclosure and no longer protected under 

federal or state law.   
* I understand that I may refuse to sign this authorization.  My refusal to sign will not affect my ability to obtain treatment, payment for services, or my 

eligibility for benefits.  However, if a service is requested by a non-treatment provider for the sole purpose of creating health information, service may be 

denied if authorization is not given. 
 

   

Full Legal Signature of Patient or Authorized Representative          Relationship to Patient     Date                             Time 

Print Name                                                                                                                                                      Date                            Time 

Witness 

*If a person signing this form is a personal representative, such as a guardian, a copy of the legal documents that verify the 

representative’s authority to sign the authorization must be attached to this form.  Similarly, if an agency has custody, and their 

representative signs, their custody authority must be attached to this form. 

 


