Release of Information
Authorization to release or request information for care coordination.
	Patient / parent name
________________________________
	Baby name
________________________________
	Date
________________________________


	Practice customization note
Clinical and legal wording should be reviewed by the practice owner and qualified advisors. This template is not medical, legal, billing, or compliance advice.


Authorization
I authorize the practice to release and/or request information as described below for care coordination, billing, referral, or other permitted purpose.
Parties
	Release/request from
________________________________
	Release/request to
________________________________
	Purpose
________________________________

	Phone / fax / email
________________________________
	Expiration date
________________________________
	Revocation instructions
________________________________


Information Authorized
	[ ] Visit notes

	[ ] Care plan

	[ ] Feeding assessment

	[ ] Insurance / billing information

	[ ] Weight / intake information

	[ ] Referral communication

	[ ] Other specified below


	Specific information, limitations, or exclusions
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________


Acknowledgement
I understand I may revoke this authorization in writing except where action has already been taken based on it.
	Patient / parent signature
________________________________
	Printed name
________________________________
	Date
________________________________


Template note: Customize this form for your practice policies, state rules, payer requirements, HIPAA workflow, and legal/compliance review before use.
Page 
