
Medical Records Release: HIPAA Authorization to Use or Disclose Health Information 

Important Note: Once completed, this form should be faxed to 703-991-8030 or mailed to GIVF Medical Records Department, 
3015 Williams Drive, Fairfax, VA 22031. Please remember to complete the HealthPort Electronic Record Delivery Request 
form and submit it with this Release if you want to receive your records sent as electronic PDF files rather than as printed 
copies. 

Patient Name:           Date of Birth:      
Address:          Telephone:    

I authorize the use or disclosure of the above named individual’s health information as described below.  
 
The following individual(s) or organization(s) are authorized to make the disclosure:      
                

The type of information to be used or disclosed is as follows (check the appropriate boxes, include dates of service and 
other information where indicated).  
□ Entire medical record  
□ Lab results (please describe the dates or types of lab tests you would like disclosed):       
□ X-ray and imaging reports (please describe the dates or types of x-rays or images you would like disclosed):   
                
□ Consultation reports from (please supply doctors’ names):          
□ Other (please describe):              
 
I understand that the information in my health record may include information relating to sexually transmitted disease, 
acquired immunodeficiency syndrome (AIDS), of human immunodeficiency virus (HIV). It may also include information 
about behavioral or mental health services, and treatment for alcohol and drug abuse.  
 
The information identified above may be used by or disclosed to the following individuals or organization(s):  
 
Name:             
Address:         
                       

This information for which I authorize disclosure will be used for the following purpose:  
□ Personal records  
□ Sharing with other health care providers as needed  
□ Other (please describe):  

I understand I have the right to revoke this authorization at any time. I understand that if I revoke this authorization, I 
must do so in writing and present my written revocation to the privacy officer. I understand that the revocation will not 
apply to information that has already been released in response to this authorization. I understand that the revocation will 
not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.  

This authorization will expire (insert date or event):          

If I fail to specify an expiration date or event, this authorization will expire six months from the date on which it was 
signed.  

I understand that once the above information is disclosed, it may be re-disclosed by the recipient and federal privacy laws 
or regulations may not protect the information. I understand authorizing the use or disclosure of the information identified 
above is voluntary. I need not sign this form to ensure healthcare treatment. If you are requesting medical records from 
GIVF, FAX this form to GIVF at: 703-991-8030.  
 
Signature of patient or legal representative:       Date:      

If signed by legal representative, relationship to patient:          


