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This form is signed by the client, his or her parent, guardian, or court-ordered personal representative and placed in the client's case record or other appropriate file. 
I,                                                      , give permission for  
to give my protected health information records described below, to:
Permission to Release Protected Health Information
Notice
The protected health information I authorize for release may include records which may indicate the presence of a communicable or non-communicable disease. 
I understand the information in my records that I have or may have a communicable or non-communicable disease is confidential by law and cannot be released without my permission except in limited circumstances, including release to the persons who had risk exposures or release for statistical or epidemiological purposes. When such information is released for statistical or epidemiological purposes, it cannot contain identifying information unless authorized by me, by an order of the court, or the Oklahoma State Department of Health (OSDH) by law. 
I understand that if the person or organization who gets my health information is not covered by federal privacy regulations, my information may be re-disclosed and no longer protected by those regulations. However, even when the person or organization is not covered by federal privacy regulations, disclosure may be prohibited. I understand I can review and copy any information released under this authorization. I understand I do not have to sign this form. If I do not sign this form, it will not keep me from getting treatment, payment, or an eligibility decision. 
I understand I can cancel my permission to release information. If I want to do this, it must be in writing, but I cannot cancel permission for information that was released.  Authorization expires in 180 days or when I cancel in writing.    
Signature
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