
 
 

 

Authorization to Release Medical Records from Psychiatric Wellness Center 

 

Patient Information  

Name:_____________________________________________ Date of Birth:_____________ 

Address: ____________________________________________________________________ 

Telephone:_________________________ Email:___________________________________  

 

Recipient Information  

I hereby authorize Psychiatric Wellness Center to release protected health information, including 

copies of the medical record of the above-named patient to the following person or facility: (if 

you are releasing records to yourself, please provide your information below) 

 

Recipient’s Name:_______________________________________________________________ 

Address:______________________________________________________________________ 

Telephone: _______________________   Fax:________________________________  

 

Delivery & Payment Information:  

Please check one only: 

 __Fax (25 cents per page)  

__Mail (25 cents per page plus shipping and handling including mandatory certified mail)  

 

You are also responsible for a $15.00 processing fee for each individual request.  

 

Release of Information Requiring Specific Consent:  

The following Categories of information may be included in your medical record and WILL 

NOT be released unless you indicate your specific authority by INITIALING each appropriate 

category.  

 

Abortion ___ HIV/AIDS/Treatment ___ Alcohol/Drug Abuse___ Rape/Sexual Assault ___ 

Domestic Violence___ Sexually Transmitted Diseases___  

 

Acknowledgement of Processing Fees:  

I hereby acknowledge that my protected health information will be released to the above-named 

facility or person pending receipt of payment for processing, shipping and handling. I understand 

that an invoice for these fees will be sent to me directly at the above email address. I understand 

that once my payment is received, my records will be sent to the above-named facility or person 

in 8-10 business days.  

 

 

 



Review and Signature:  

I understand that I may refuse to sign this authorization. I understand that my refusal will not 

affect my ability to obtain treatment at Psychiatric Wellness Center. I may revoke this 

authorization at any time by submitting a written notice of revocation to Psychiatric Wellness 

Center to the address listed above. The revocation will be effective upon Psychiatric Wellness 

Center’s receipt of my written notice, except that it will not have any effect on any action already 

taken by Psychiatric Wellness Center in reliance on this authorization. Once Psychiatric 

Wellness Center has disclosed my health information to the recipient, Psychiatric Wellness 

Center cannot guarantee that the recipient will not redisclose my health information to a third 

party.  

 

This authorization will expire in 90 days from the date set forth below unless specified 

here:____________  

 

 

 

Signature of Patient or legal representative: ___________________________Date: __________ 

 

 

 

Printed Name of Patient or legal representative: ________________________ Date:__________ 


