University of Hawai'i
University Health Services Manoa
1710 East-West Road, Honolulu, Hawai’i 96822
Phone: 808-956-8965 Email: uhsm@hawaii.edu
FAX: [0 MAIN 808-956-3583 [ CLINIC 808-956-5834

CONSENT FOR RELEASE OF MEDICAL INFORMATION OR RECORDS

Information pertaining

to the care and treatment of:

Patient’'s Name UH ID No. Date of Birth Phone number
Name of sending person, agency or institution Name of receiving person, agency, or institution
releasing information
| hereby authorize: Release to:

Name Name

Address Address

City State Zip Code City State Zip Code

RELEASE VIA: 0O Pick-up (charges apply)

0 Mail (charges apply)

0 Fax:

O UH Filedrop to UH email only: @hawaii.edu

O Enterprise Dropbox Transfer to other email:

Check one or more of the following types of health information you do NOT want released to the
above-named Recipient. If you do not check any of the following three items, the health information

INITIAL released to the named Recipient may include any of the following:

O Alcohol and/or drug dependency treatment records
O Human immunodeficiency virus (HIV) results, diagnosis, and/or treatment
O Mental health records

DISCLOSURE: Disclosure is authorized for the following record(s)/information only:

Disclosure of the record(s)/information may be used only for the following purpose:

DURATION: This authorization shall remain in effect for a period of six (6) months from the date of signature. The
patient or a legally authorized representative may terminate this consent at any time via written
notification.

REVOCATION: You reserve the right to revoke this consent at any time, provided such revocation is submitted in
writing to: UHSM, 1710 East West Road, Honolulu, HI 96822. Please note that revocation will not
apply to information already released prior to receipt of a revocation request.

REDISCLOSURE: Notice is hereby given to the patient or legal representative signing this authorization that University
Health Services Manoa cannot guarantee the confidentiality of information once it has been disclosed
to the designated recipient, as the recipient may not be subject to the same federal privacy
regulations. Notice is hereby given to the recipient that federal and state laws strictly prohibit the
unauthorized redisclosure of health information pertaining to mental health, HIV status, or substance
abuse treatment.

DATE

SIGNATURE OF PATIENT OR AUTHORIZED REPRESENTATIVE/RELATIONSHIP

ConsentReleaseForm-20260604
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