
PATIENT INFORMATION

Date of Birth: _______________
CHECK ONE

CHOOSE # 1 OR # 2

INITIAL IF AGREE

**OR**

CHECK ALL THAT APPLY 
Information to be released 
___History and Physical ___Immunizations ___Social Service Notes/
___Laboratory Reports ___Discharge Summary Documentation
___Progress Notes ___ Therapy Notes ___ Other (Specify)_________
___Care Plan ___ Billing Records __________________________
___Medications ___ Nurses Notes/Documentation ___ ALL MEDICAL RECORDS 
___MDS ___Dietary Notes/Documentation

RELEASE OF INFORMATION 

1. This authorization for release of information covers the period of health care from:                                       
_______________ to _______________.                                                                                                                                 
**OR**                                                                                                                                                                                                            
2._______all past, present, and future periods. (Good for 1 year after date signed or until discharged from Good 
Shepherd Community, which ever event happens first)                                                     

First name_____________________Middle name________________Last name________________________

_______I authorize Good Shepherd Community to use and disclose the protected health/financial information 
described below to ____________________________________________(name of entity where information 
should be sent to.)
_______This medical/financial information my be used by Good Shepherd personnel/entity to consult/refer to 
other entities for my continuation of care after I leave the Good Shepherd Community or for additional services 
that may be  needed for my stay while at Good Shepherd. 

_______ I authorize the release of my complete health/financial record (including records relating to mental 
healthcare, communicable diseases, HIV or AIDS, and treatment of alcohol or drug abuse). 

I authorize the release of my complete health/financial record with the exception of the following information
     _______Mental Health Records 

**Psychotherapy notes require special consent by law.  Even if you indicate all health information, you 
must specifically request for this information to be released. 

     _______ Communicable diseases (including HIV and AIDS)
     _______ Other (please specify): _______________________________________________________
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Initial the following stating that you understand

OR legally authorized representative signature____________________________Date__________________

Representative's relationship to patient (parent, guardian, etc.)__________________________________
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Patient's signature__________________________________________ Date______________

_______ I understand that when the health informaton that I have specified to be released is sent to the third 
party, the information could be re-disclosed by the third party that recieves it and may no longer be protected by 
federal or state laws 

Health information includes written and oral information.  If you do not want to give your permission for a person 
from Good Shepherd Community to talk to the person receiving your health information, indicate that here (check 

mark or initials)________

Patient's First and Last name: ___________________________________________________________

_______ I may stop this consent at anytime by writing to the Good Shepherd Community. 

_______If Good Shepherd Community has already released health information based on my consent, my request 
to stop will not work for that health information 
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