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JOHNS HOPKINS INSTITUTIONS
	
	Johns Hopkins Hospital
	

	
	Johns Hopkins Bayview Medical Center
	

	
	Howard County General Hospital
	

	AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS*
	
	
	SS#
	

	

	For this authorization, “My Health Information” is:

	
	Complete Record (all)
	
	
	Abstract Record (discharge summary, operative notes and test results)

	
	Discharge Summary
	
	
	Operative Report
	
	
	Pathology Report

	
	Outpatient Record
	
	
	Drug & Alcohol Treatment Record
	
	
	Immunization Record

	
	Mental Health Records
	
	
	Admission History & Physical
	
	
	Emergency Room Record

	
	Diagnostic Test/Results (lab, x-rays and other test results)
	
	Other:
	

	For the date(s) of service starting:
	

	
	[insert date(s) of service requested]

	I authorize
	

	
	[insert entity]

	to disclose My Health Information to
	
	for

	
	[insert name of person or entity]
	

	

	[insert purpose]

	My Health Information should be mailed to home address only :

	

	[insert contact name at entity, if applicable]

	

	[insert street address]

	

	[insert city, state and zip code]

	I understand there is a charge for copying and handling my request.  I understand that all fees will be in compliance with applicable Maryland State guidelines.  By signing this authorization, I agree to pay these fees at the time this request is made.

	This authorization is valid for one year from date signed, unless I revoke this authorization.  Johns Hopkins may contact me to extend this authorization, but I do not have to do so.

	Johns Hopkins’ medical and administrative staff are pledged to maintain strict patient confidentiality in keeping with high ethical standards and in accordance with state and federal law.  Johns Hopkins has procedures in place to support this policy.  These procedures make it very unlikely that my health information will be improperly redisclosed.  However, if this happens, my health information may no longer be covered by these privacy protections.

	I am not required to sign this authorization.  Johns Hopkins does not condition treatment, payment, benefit eligibility or enrollment activities on the signing of this form.  However, if I do not sign this authorization, Johns Hopkins will not disclose my health information as requested.  I will receive a copy of this authorization upon signature.

	I may revoke this authorization at any time in writing by following the guidelines on the second page of this form.

	Patient Name:
	
	
	
	
	

	
	(first)
	
	(m. initial)
	
	(last)

	Signature:
	
	
	Date:
	

	
	

	

	* Not to be used in connection with health information from substance abuse treatment programs.
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