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Patient Name: ___________________________________________________        MRN: _________________ 
                                 (Last Name)                                                                  (First Name)                                                       (Office Use Only) 
 

Prior Name(s) Used: ________________________________________________________________________  
Date of Birth: __________________                 Phone Number: ______________________ 
Address: ______________________________________   City/State/Zip: ______________________________ 
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Please send records via:  
 MyChart            Emailed to: _____________________________________________________________ 

Mail Records:   Paper   or     Disc                   
Fax to: __________________________________ 

Pu
rp
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e Purpose of this release (check all that apply): 

 Continuity of Care   Personal Use      Disability       Legal         Billing  
 Other (state reason): _____________________________________________________________________ 

(NOTE: fees may be associated with this request. See Cover Letter for applicable fees) 
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I authorize UCR Health to release health information to: 
Person/Physician/Facility: ____________________________________________________________________ 
Address: _________________________________________________________________________________  
Phone: _________________________________                         Fax: _________________________________ 
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Treatment Date(s):  ________________________________  
(If no date is stated, last 2 years will be provided) 

 Visit/Consultation Note(s) 
Immunization Report   

 Laboratory Report(s)         
 Pathology Report(s) 

 Operative Report(s)                                               
 Procedure Report(s) 

 Tricefy Ultrasound (in office) 
Radiology Report(s)                 
         CT scan    MRI      X-Ray    EKG        
(NOTE: we do not have imaging available, if the service was to an outside facility) 

 Billing Records                                                                                                              
 Other: ________________________________________________________________________________ 

 
Specific Authorization 
The following information will not be released without the initials of the patient/legal representative: 
_____ Alcohol/Drug treatment information 
_____ Genetic testing information  
_____ HIV/AIDS records/treatment information  
_____ Mental Health treatment information  
(Physician approval may be required prior to release)  

FACILITY USE ONLY: Requested records completed on:  ___________________   Completed By: ________________  
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n Without my written revocation, this authorization will automatically expire upon satisfaction of the need for 
disclosure, but in any event will expire 90 days from the date hereof, unless otherwise specified here: 
____________.  Upon completion of this disclosure, the original document will be returned to the patient or 
placed in a locked bin until it has been collected and shredded by our contracted vendor. 
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• I understand this authorization is voluntary. Treatment, payment enrollment or eligibility benefits may not be 
conditioned on signing this authorization except if the authorization is for: 1) conducting research-related 
treatment, 2) obtaining information in connection with eligibility or enrollment in a health plan 3) determining 
an entity’s obligation to pay a claim, or 4) creating health information to provide a third party. Under no 
circumstances, however, am I required to authorize the release of mental health records. 
 

• I may revoke this authorization at any time, in writing and submit it to UCR Health Release of Information at 
900 University Ave, Mail Code 423, Riverside, CA 92521. The revocation will take effect when UCR Health 
receives it, except to the extent that UCR Health or others have already relied on it. 

 
• I am entitled to receive a copy of this Authorization. 
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Signature: ______________________________________________________   Date: ________________ 
                 (patient / legal guardian)                                                                                 Time: ________________ 
 
Print Name: __________________________________________________________ 
 
Legal Representative Relationship: ________________________________________ 

Notice  
UCR Health and many other organizations and individuals such as physicians, hospitals, and health plans are required 
by law to keep your health information confidential. If you have authorized the disclosure of your health information to 
someone who is not legally required to keep it confidential, it may no longer be protected by state or federal 
confidentiality laws. 

 


