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IMPORTANT: SCOPE OF THIS FORM

This form is a standard HIPAA authorization under 45 CFR 164.508. It does NOT authorize the release of substance use disorder (SUD) treatment records, which are separately protected under 42 CFR Part 2. If the records to be released include any SUD treatment information, a separate Part 2-compliant patient consent is required. Consult your compliance officer before using this form for patients with substance use disorder treatment history.

PATIENT INFORMATION

	PATIENT FULL NAME
	[Patient Full Name]


	DATE OF BIRTH
	[MM / DD / YYYY]


	ADDRESS
	[Street, City, State, ZIP]


	PHONE NUMBER
	[Phone Number]


	MEDICAL RECORD NUMBER (MRN)
	[MRN — if applicable]



RECORDS TO BE RELEASED

	RECORD TYPE(S)
	[e.g., All treatment records / Lab results / Imaging]


	DATE RANGE
	[From: MM/DD/YYYY  |  To: MM/DD/YYYY]


	SPECIFIC RECORDS (IF NOT ALL)
	[Describe specific records if applicable]



DISCLOSURE PARTIES

	AUTHORIZED TO DISCLOSE (PROVIDER / PRACTICE)
	[Provider or Practice Name, Address]


	AUTHORIZED TO RECEIVE (PERSON / ORGANIZATION)
	[Recipient Name, Address]



PURPOSE AND EXPIRATION

	PURPOSE OF DISCLOSURE
	[e.g., Legal proceedings / Continuing care / Personal use / At the request of the individual (patient-initiated)]


	EXPIRATION DATE
	[MM / DD / YYYY]


	EXPIRATION EVENT (IF NO FIXED DATE)
	[e.g., Upon completion of litigation]



REQUIRED DISCLOSURES (45 CFR 164.508)

Right to Revoke:
You may revoke this authorization at any time by submitting a written request to the provider listed above. Revocation takes effect upon receipt and does not apply to actions already taken.
Conditioning of Treatment:
Your treatment, payment, enrollment in a health plan, or eligibility for benefits will not be conditioned on signing this authorization, except where permitted under 45 CFR 164.508(b)(4): research-related treatment that requires the authorization as a condition of participation, or health plan enrollment where the authorization is for purposes other than treatment.
Redisclosure Notice:
Information released under this authorization may be redisclosed by the recipient and may no longer be protected by the HIPAA Privacy Rule.

PATIENT / REPRESENTATIVE SIGNATURE

	PATIENT OR REPRESENTATIVE SIGNATURE
	[Signature]


	PRINTED NAME
	[Printed Name]


	DATE SIGNED
	[MM / DD / YYYY]


	RELATIONSHIP TO PATIENT (IF REPRESENTATIVE)
	[e.g., Parent, Legal Guardian, Power of Attorney]


	AUTHORITY OF REPRESENTATIVE
	[Describe legal basis for signing on behalf of patient]



DISCLAIMER

This template is provided by Commure, Inc. for informational and educational purposes only. It does not constitute legal, medical, regulatory, or compliance advice. Healthcare regulations, including HIPAA, CMS requirements, and state laws, change frequently. This template may not reflect the most current regulatory requirements or be suitable for your specific practice, jurisdiction, or clinical situation.

Before using this template in a clinical or operational setting:
  - Have it reviewed by your compliance officer or legal counsel
  - Verify that it meets your state and local regulatory requirements
  - Customize it to reflect your organization's specific policies and procedures

Commure, Inc. makes no warranties, express or implied, regarding the accuracy, completeness, or suitability of this template for any particular purpose. Use of this template is at your own risk. Commure, Inc. shall not be liable for any damages arising from the use of this template.

© 2026 Commure, Inc. All rights reserved.
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