    FPIM of New Haven County, LLC  205 MAIN ST, EAST HAVEN CT 06512P (203) 466-5070    F (203) 466-5075
AUTHORIZATION TO RELEASE/OBTAIN protected Health INFORMATION
Legal Name__________________________________________________________DOB__________________
Home Address_____________________________________________________________________________
Phone_________________________________________ Email______________________________________
This information is to be used for purpose of (check which on applies)
___Personal use ___Continuing care ___Legal ___Disability/Work Comp ___ Insurance/Benefits 
Other ________________________________________________________(specify) 
I hereby authorize FPIM of New Haven County to OBTAIN protected health information from 
Provider/Facility_________________________________________________________________
Address_________________________________________________________________________________
Phone #________________________________Fax #_____________________________________________
Medical Information Requested

Updated 7.6.24
___ Entire medical record 
___ only radiology results 		
___ only lab results
___only immunizations		
___ only medication list
***Highly sensitive information ___drug/alcohol   _____mental health___ HIV testing
I hereby authorize FPIM of New Haven County to RELEASE protected health information to
Provider/Facility_________________________________________________________________
Address_________________________________________________________________________________
Phone #________________________________Fax #_____________________________________________
Medical Information to release

Updated 1.18.21
___ Entire medical record 
___ only radiology results 		
___ only lab results
___only immunizations		
___ only medication list
***Highly sensitive information ___drug/alcohol   _____mental health___ HIV testing

 pg. 2
I understand that the information used or discloses may be subject to re-disclosure by the person or class of persons or facility receiving it and would then no longer be protected by federal privacy regulations.
I may revoke this authorization by notifying FPIM in writing of my desire to revoke it. However, I understand that any action already taken in reliance on this authorization cannot be reversed, and my revocation will not affect those actions.
My purpose/use of the information is for Release of Medical Records.
This authorization expires 1 year from date of signature OR upon occurrence of the following event that relates to me or the purpose the intended use of disclosure of information about me. 

FEES FOR COPIES: Federal and state laws Permits a fee to be charged (.65 per page) for copying of patient records. Fee to be paid prior to record release.

Signature of Individual (the person about whom the information relates, patient)
Signature	Date

