
AUTHORIZATION FOR RELEASE OF 
PROTECTED HEALTH INFORMATION 

Send to roi@freemanhealth.com    Fax: 417-347-6842     
Mail to:  Freeman Health System,  

Atten Medical Records 1102 W. 32nd St. Joplin, MO 64804 
01.70000.74000.MDRC.0075.0925       Page 1 of 2 

Freeman Health System will not condition treatment, payment, enrollment in a health plan or eligibility for benefits 
upon your signing of this authorization and you may refuse to sign this authorization form. All sections must be 
completed in order to be valid in accordance with 42 CFR Parts 160 and 164. 

Copies of medical records and/or non-document materials may be subject to fees. 
 

Patient Name: ______________________________________Maiden or Other Names:_________________________   
 
Date of Birth: _________________________Phone:____________________________________________________ 
 
Patient Address: ____________________________  City: ________________ State: ______ Zip Code: __________ 
 
☐ Patient is Deceased    ☐ Patient is a Minor and/or I am their Parent/Legal Guardian 
 
 
I request my protected health information be released FROM: 
☐ Freeman Hospitals (Joplin, Neosho, Fort Scott): ___________________(Location)     ☐ Ozark Center (all locations)         
☐ Freeman Urgent Care (Joplin or Webb City) ______________________(Location)    ☐ Occumed 
☐ Freeman Clinic/Physician Office/Other:_______________________________________________(Name & Location)  
 OR: 
☐ I am requesting records from another facility/provider be sent to Freeman Health System: 
 
Name of Facility/Provider: __________________________________________________________________ 
 
Facility Address: ___________________________________ City: ___________State:____  Zip Code:____________ 
 
Phone: ______________________ Fax#:_________________Email:________________________________________ 
 
I request my protected health information (PHI) be released TO:  
 
Recipient Name: __________________________________________________________________________________ 
 
Recipient Address: _________________________________City: ___________State:________Zip Code:___________ 
 
Phone: ______________________ Fax#_________________Email_________________________________________ 
 
I request release of the following records and/or protected information: 
☐ Abstract/Pertinent Summary  ☐ Mental Health Care Treatment Records 
      (All Physician Dictation and test results)   ☐ Substance Use Treatment Program Records  
☐ Emergency Room Record   ☐ Medical Source Statement 
☐ Pathology Reports / ☐ Pathology Slides         ☐ Complete Billing ☐ Itemized Billing          
☐ Laboratory Results     ☐ Complete Medical Record (All Medical Records) 
☐ Radiology Reports      ☐ Other:_______________________________________    
☐ Radiology CD   ☐ Radiology iCloud   
 
Records from time period: (Specific dates or years) from _____________ to ________________ 
 
How information is to be received by recipient: 
☐ US Mail-Paper    ☐ Email:    ☐ Fax     ☐ CD-Secure Electronic Format      ☐ Pick up in person 
 
Purpose of disclosure: ☐ Coordination of Care   ☐ Legal   ☐ Personal   ☐ Other_____________________________ 
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This authorization expires on the following date or event ___________________________ or in one year from the 
date signed if I have not provided an expiration date.  A photo or fax copy of this consent and authorization shall be 
considered as effective and valid as the original. I understand that I may revoke this authorization in writing at any time 
and submitting it to Medical Records. A revocation form can be obtained from the Medical Records Releases Department. 
Revocation does not apply to information that has already been released in response to this authorization. Information 
used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient and therefore, no longer 
protected by federal confidentiality rules. I authorize, by my signature below, the release of protected health information, 
which may include records relating to mental health care, communicable diseases, genetic information,  HIV/AIDS. 
Or I do NOT want to release (check): ____ Mental Health, ____ Communicable disease, ____  Genetic, ____ HIV/AIDS 
 
_____________________________________________________              __________________________________ 
Patient /Authorized Representative Signature                       Date  Relationship to Patient 
 
_________________________________________    _______________________________   ______________ 
Printed Name of Authorizing Person         Date   Witness Signature  Date 
 
 
If signed by a Patient’s Authorized Representative, Freeman must have supporting legal documentation of this right. 
 
 
AUTHORIZATION TO DISCLOSE SUBSTANCE USE TREATMENT INFORMATION 
 
I understand that records relating to the identification, diagnosis, or treatment of alcohol or drug use disorders by a 
federally assisted program are protected under 42 CFR Part 2 and may not be disclosed or redisclosed without my 
specific written consent, except as permitted by law. A general authorization for the release of medical or other 
information is not sufficient to authorize the disclosure or redisclosure of substance use disorder treatment records 
protected by 42 CFR Part 2. These federal regulations also prohibit the use of such information to criminally 
investigate or prosecute an individual. Sign below if you give permission to release drug and alcohol treatment 
information to the agency or person specified as the recipient on this form. 
 
 
__________________________________________ ________________________________________________ 
Patient/Authorized Representative Signature    Date Witness Signature    Date 
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