
AUTHORIZATION FOR DISCLOSURE
OF PROTECTED HEALTH INFORMATION

Failure to provide all information may invalidate this authorization 

Print Patient Name: ___________________________________________________________    Date of Birth: ____________ 

Purpose of Request:                ___________________ 

I authorize information to be released:

From: 

___________________________________________________ 
 

 

___________________________________________________ 
,  : 

 

___________________________________________________
 

To:

___________________________________________________ 
 

 

___________________________________________________ 
,  : 

 

___________________________________________________

Livingston Healthcare: 320 Alpenglow Lane, Livingston, MT 59047 ~ (406) 823-6412 ph  (406) 823-6630 fax 

Types of information to be released: 

 
  

  ?  
, 

  
 

 

 

 
 

 

 
 

 

:___________________________________________      _____________ 

Re-Disclosure and Right to Revoke:   
-

 

 
 

UNLESS REVOKED, THIS AUTHORIZATION WILL EXPIRE IN 180 DAYS OR ON THE FOLLOWING DATE:_____________________ 

Sensitive Information   
  : 

 
 

 
 

Signature of Patient or Personal Representative Requesting Disclosure: 
  

 
 

_____________________________________________________________________________________________________________________ 
P                                               

__________________________________________________________________________________________________________________________________ 
          

 
P  _____________________________________________________________________________________________________                                                      

STAFF USE ONLY
_____  _ ____ :    E-      ____ 


