
































This authorization will expire on: 

1:81 Twelve months from· date signed or □ Other
----------------

My authorization is given freely with the llllderstanding that: 
. l may revoke this authorization at any time except where information has already been

released in reliance on my authorization, provided that my revocation i in writing. 
• I have the right to receive a copy of this authorization.
• It is my right to be from retaliation or other penalty for failing to sign the authorization.
• This authorization is valid for a 12-month period from the date it is signed unless otherwise

specified.
• A photocopy or fax of this auth01ization is as valid as the original.
• Modoc Medical Center its directors, officer employees agents, and volunteers are hereby

r leased from any legal responsibility or liability for disclosure of the above information to the
extent indicated and authorized herein.

• Substance Abuse Records are covered by 42 CFR Patt 2 Which prohibits further disclosure of
the information for which this release ha authorized.

• Provider must release records within 15 business days of receiving a valid written request.
. I under tand that I may be charged a reasonable fee for the costs of labor for copying, postage, 

upplies as permitted by HIPAA P1ivacy Rule and state law. 

Signature of Patient or Authorized individual Date 

Print Name 

If signed other than by patient, please indicate relationship 

(Verification of identity and/or authority to act on patient's behalf will be required.) 
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