
Medical Records: 115 NE Cutoff, Bldg. 2, Suite 200, Worcester, MA 01606 | www.kennedychc.org 
PHONE: 508.595.0751 | FAX: 508.595.1161 

Authorization to Disclose Health Record Information 
Patient Information 

Patient’s Name: ________________________________________________________________ M.R.N.: __________________ 
Patient’s Address: ______________________________________________________________ D.O.B.: __________________  
City: _________________________________ State: ________ Zip: __________ Phone #: _______________________ 

Release Information     I Hereby Authorize Edward M. Kennedy Community Health Center to: 

 GIVE my Health records TO:  OBTAIN my Health records FROM:  GIVE a copy to MYSELF 

Name/Facility: ________________________________________________   Attention: _______________________________ 
Address: _____________________________________________________  Phone: __________________________________ 
City: ___________________________ State: _________ Zip: __________  FAX #: _________________________________ 

Reason: Personal Continuing Care (referral/2nd opinion) Transfer of care Reason for Transfer: 

Legal Insurance Other: 

Send my Records via: Post Office Mail (paper) Fax Email (Encrypted) 

Information to be Released:    Please be specific–include dates of treatment and provider’s name if applicable 

Complete Record          Date Range: from: ______________________ to: ___________________ 

Specific Type of records: _____________________________________________________________ 

Statutorily Protected & Sensitive Information 
Your informed consent is required to release records containing the information below.  Please check and initial those categories 
which you are authorizing to be released. 

Mental Health Initials: _______ Depression/Anxiety Initials: _______ 
Alcohol/Substance Abuse    Initials: _______ Domestic/Sexual Assault Initials: _______ 
HIV Initials: _______ Genetic Testing Initials: _______ 
Sexually Transmitted Disease(s) Initials: _______ Abortion Initials: _______ 

I understand that I have the right to revoke this authorization at any time by providing a written statement to the Health Records 
Department.  I understand that the revocation will not apply to information that has already been released in response to this 
authorization.  I understand, unless otherwise revoked or specified, this authorization is valid for 12 months. 

Please specify an expiration date if other than 12 months: _________________________________ 

I understand that authorizing the disclosure of my health information is completely voluntary and that I am not required to sign this 
form in order to receive treatment. I acknowledge that any disclosed information may be subject to unauthorized re-disclosure and 
could lose protection under federal confidentiality laws 

Signatures 

Patient/Legal Representative Signature:  ___________________________________________________   Date: _______________ 

If signed by a Legal Representative, Relationship to Patient: _________________________________________________________ 

Witness’ Signature: (Adult Over 18 – Required) _____________________________________________    Date: _______________ 

Witness’ printed name: _________________________________________________ 

 Framingham  Milford  Worcester  Medical Records Department 

OFFICE USE ONLY (RECORDS RELEASED) 

Records sent on _____________________ by site staff 

We help people live healthier lives. 
Reviewed 
04/2025 
GL-MR-103.15-F 

http://www.kennedychc.org/
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