
AUTHORIZATION FOR DISCLOSURE OF MEDICAL OR DENTAL INFORMATION

                      
        
AUTHORITY:         
PRINCIPAL PURPOSE(S):              
              
ROUTINE USE(S):                  
          
DISCLOSURE:                  

                    
                    
                   
  

PRIVACY ACT STATEMENT

SECTION I - PATIENT DATA
1.  NAME (Last, First, Middle Initial) 2.  DATE OF BIRTH  (YYYYMMDD) 3.  SOCIAL SECURITY  NUMBER

4.  PERIOD OF TREATMENT:  FROM - TO (YYYYMMDD) 5.  TYPE OF TREATMENT (X one)

  

SECTION II - DISCLOSURE

6.  I AUTHORIZE

a.  NAME OF PHYSICIAN, FACILITY, OR TRICARE HEALTH PLAN b. ADDRESS (Street, City, State and ZIP Code)

c.  TELEPHONE (Include Area Code)    d.  FAX (Include Area Code)    

10. AUTHORIZATION EXPIRATION9.  AUTHORIZATION START DATE (YYYYMMDD)  
DATE (YYYYMMDD)  

8.  INFORMATION TO BE RELEASED

SECTION III - RELEASE AUTHORIZATION
  
                        
                     
                       
              
                     
              
                        
                   
                  
                    
  
               
    

11. SIGNATURE OF PATIENT/PARENT/LEGAL REPRESENTATIVE 12. RELATIONSHIP TO PATIENT
      (If applicable)

13. DATE (YYYYMMDD)

SECTION IV - FOR STAFF USE ONLY (To be completed only upon receipt of written revocation)
14. X IF APPLICABLE:




15. REVOCATION COMPLETED BY 

17. IMPRINT OF PATIENT IDENTIFICATION PLATE WHEN AVAILABLE
SPONSOR NAME:      

FMP/SPONSOR SSN:  
SPONSOR RANK:      

BRANCH OF SERVICE:   
PHONE NUMBER:         

DD FORM 2870, DEC 2003                   Adobe Professional 8.0

16. DATE (YYYYMMDD)

 

7.  REASON FOR REQUEST/USE OF MEDICAL INFORMATION (X as applicable)

 



  







 (Specify)

(Name of Facility/TRICARE Health Plan)
 TO RELEASE MY PATIENT INFORMATION TO:



Office of U.S. Senator John Cornyn
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