
HIPAA Privacy Authorization 
Authorization for Use or Disclosure of protected health information required by 

the Health Insurance Portability and Accountability Act. 
 
 
• I hereby authorize all medical service sources and health care providers to use and/or disclose the protected health 

information described below. 
 
• This medical authorization may be used by the person(s) I authorize to receive this information for medical 

treatment, billing, claims, payment, or other purposes noted unless otherwise stated. 
 
• I understand that I have the right to revoke or change this authorization at any time. 

 
• I understand that information used or disclosed to listed person(s) may no longer be protected by federal law. 

 


