
Authorization for Release (Disclosure or Use) of Protected Health Information

1.	 Close relative or friend authorized to receive released  
	 medical information on behalf of patient:

2.	 Description of information to be released:

3.	 Restrictions regarding released information:

This authorization may be revoked in writing at any time. Released information is no longer under our control 
and further disclosures may not be prohibited by federal privacy regulations.

Patient Name: ________________________________________________ DOB: ___________________

Signature: ___________________________________________________  Date: ___________________

If guardian, print name and relationship: _ __________________________________________________

How are we authorized to contact you?

®	Residence telephone

® 	number (        )

® 	Leave call back number only

 
® 	Okay to leave detailed  
	 message with person

® 	Okay to leave detailed  
	 message on answering machine

®	work telephone

® 	number (        )

® 	Leave call back number only

 
® 	Okay to leave detailed  
	 message with person

® 	Okay to leave detailed  
	 message on answering machine

®	cellular telephone

® 	number (        )

® 	Leave call back number only

 
® 	Okay to leave detailed  
	 message with person

® 	Okay to leave detailed  
	 message on answering machine

Other Specifications/Restrictions:

How we contact you 7.09

❑	 Santa Barbara Office
	 517 W. Junipero St.
	 Santa Barbara, CA 93105
	 (805) 682-8844  
	 Fax (805) 682-6499

❑	 Goleta Office
	 334 S. Patterson Ave., Ste. 120
	 Goleta, CA 93111
	 (805) 683-0055  
	 Fax (805) 683-0149

❑	 Carpinteria Office
	 5565 Carpinteria Ave., Ste. 4
	 Carpinteria, CA  93013
	 (805) 684-4119  
	 Fax (805) 566-2181


