
Patient Authorization to Disclose Health Records
For Disability Claim
Patient Name:

Date of Birth:

Address:

Phone Number:

Medical Record Number (if known):

Recipient (e.g., Insurance Company, Agency):

Recipient Address:

Recipient Phone/Fax/Email:

Description of Records to Disclose:

Purpose of Disclosure:

Disability benefit determination

Expiration Date or Event:

e.g., One year from signature; completion of claim process

Patient/Authorized Representative Signature:



Date:

If signed by Representative, state authority (e.g., parent, guardian, POA):
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