
 

Release Completed By (Initials): _______  Patient hand-carried records ☐  or Form Faxed ☐   Date: ____________ 

When You Need Health Care, Call First Care! 

1301 Main St.  105 W. 13th St.  1923 E. 22nd St.  www.firstcareclinic.com  
Hays, KS 67601  Hays, KS 67601  Hays, KS 67601  Fax: 785.628.8719 
785.621.4990  785.621.4990  785.621.4990 

 

Authorization to Use or Disclose Protected Health Information 
 

Patient Information 
Last Name:  First Name:  Middle Initial: 

Address:  City, State:  Zip Code:  

Home Phone:  Cell Phone:  Date of Birth:  

 
Person or Facility to SEND FCC Records To: Person or Facility to RECEIVE Record From: 
Name:  Name: 

Address:  Address:  

City, State, Zip:  City, State, Zip:  

Fax Number:  Fax Number:  

For the Following Purpose:   ☐ Treatment     ☐ Payment     ☐ Legal     ☐ Other: __________________ 

Information To Be Disclosed 
Documents Check if Requested Treatment Dates 

Chronic Visit Office Notes ☐ Last Four Chronic Office Visits 
Immunization Records ☐ All 
Radiology ☐ Most Recent Year 
Pap Smear and HPV ☐ All 
Colonoscopy ☐ All 
Mammogram ☐ All 
Lab Results ☐ Last Three Years 
Surgery/Op Notes ☐ Most Recent Year 
Referrals/Consult Notes ☐ Most Recent Year 
Dental Notes and X-Rays ☐ Most Recent Year 
Medication and Allergy List ☐ All 
Other: ____________________ ☐  

* The information disclosed may contain matters regarding mental health, drug and alcohol abuse, and infectious diseases including 
AIDS or HIV testing/results. Such information may be subject to special protections. If you do not want for this information to be 
released, please list exclusions here: ______________________________________ 
* I understand that I may revoke this authorization at any time by submitting a written request to First Care Clinic. If I do, it will not 
have any effect on any actions taken before the revocation was received. Unless revoked, this authorization expires one year from the 
date signed below unless otherwise requested here: __________________ 
* I have read the above and authorize the disclosure as described. I understand that treatment is not conditioned upon this 
authorization. I understand that fees may be charged for preparing and sending records. I understand that information disclosed 
pursuant to the authorization may be disclosed by the recipient and may no longer be protected by federal or state law.  

Signature of Patient/Legal Representative: Date: 

If Signed by Legal Representative, Please Print Name and Relationship to Patient:  


