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Authorization for Disclosure of Health Information

1. 	Patient Information:
	____________________________________________________	_______________________________________	___________________________ 
	Name (Last, First, Middle Initial)	Birth Date / Social Security Number	Student ID Number
	____________________________________________________	_______________________________	______________________________ 
	Street Address	City, State, Zip Code	Last semester at UWSP
2. 	Authorizes Disclosure By:	Disclosure To:
	UWSP Health Service		UWSP Health Service
	Medical Records		Medical Records
	2050 4th Ave Ste A., Stevens Point, WI 54481		2050 4th Ave Ste A., Stevens Point, WI 54481
				Disclose to Student	
	Or By:		Or To:
	____________________________________________________	_____________________________________________________ 
	Name of Health Care Provider	Name of Health Care Provider
	____________________________________________________	_____________________________________________________ 
	Street Address	Street Address
	____________________________________________________	_____________________________________________________ 
	City, State, Zip Code	City, State, Zip Code
	PHONE@_______________FAX#____________	PHONE@_______________FAX#____________
3. 	Information to Be Disclosed:  Mark what information you are authorizing to be disclosed:
		Medical history, examination reports		Prescriptions		Treatment or tests
		Laboratory reports, pap test results		Consultations		X-ray reports
· Hospital records, including reports		Operation reports		HIV test results
		Copies of all other reports		Immunizations		Mental health records
		Alcohol, drug abuse reports		Other _____________________________________________________

4.	For the Following Dates:  From: ______________________________    To: _______________________________
5.	Purpose for the Disclosure: ______________________________________________________________________
6.	Expiration Date: This authorization is good until the following date ________________ or for six months 
from the date signed.
7.	I understand I may revoke this authorization by notifying the UWSP Health Service in writing.

8. 	I authorize release of my medical records as specified above. I understand that these records might be 
redisclosed by the recipient described on this form.  I also hereby release the UWSP Health Service from all legal responsibility and liability that may arise from the release of information authorized by this document.

________________________________________________________	_____________________________________________________ 
Signature of Patient/Legal Rep.	Date

If signed by other than patient, state relationship and authority to do so:
	Patient is: 	 Minor       Incompetent     	 Deceased
	Legal Authority:	 Parent or Legal Guardian 	 Next of Kin of Deceased
If not currently attending UWSP, provide the last semester you attended UWSP:__________________________________________
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