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Sharing My Medical Information 

(Plain Language HIPAA Authorization for Disclosure of Health Information) 

 

My name is _______________________________________________________. 

My doctor’s office or hospital is called: _________________________________. 

It is in this city: _________________________________________. 

My doctors and nurses write notes about me.  They also write about the tests 
they do.  These notes are called records. 
 
I want to share my medical records.  
 
The person who can see my records is: 

Name: ____________________________________________________________ 

Address: ___________________________________________________________ 

Phone number: _______________________________  

Email address: _______________________________________ 

This person can see:  
Check one box. 

� All of my medical records.  
� Only some records. The records this person can see are:  

 
_____________________________________________________________ 
 
_____________________________________________________________ 

Write what records you want the person to see. 
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This person can see my records until:  
Check one box. 

� This date: __________________________.  
 

� When I sign a form to say that this person can no longer see my records. 
 

 

I have decided to share my medical records with __________________________. 
I know that I do not have to share these records. 

I know that I can stop this agreement at any time. 

My doctors and nurses have to be very careful with my medical records.  They 
cannot usually show my records to other people.  The person who I am sharing 
my records with cannot share them with other people unless I agree.  

 I trust the person I am sharing my records with. 

 

My signature:  

____________________________________________________________ 

 

The date today is: __________________________________________________. 

 

 

 

 
 


	THIS DOCUMENT MUST SIGNED BY TWO WITNESSES.
	WITNESSES: Certain individuals cannot serve as witnesses. Those rules are set forth in the following witness statements:
	I DECLARE UNDER PENALTY OF PERJURY UNDER THE LAWS OF CALIFORNIA
	Date: __________________
	Signature:___________________________________
	Only if the person making this power of attorney is unable to write, both witnesses must complete this section:
	Only if the person making this power of attorney lives in a nursing home, this section must be completed by the patient advocate or ombudsman:
	I declare under penalty of perjury under the laws of California that I am a patient advocate or ombudsman as designated by the State Department of Aging and that I am serving as a witness as required by Section 4675 of the Probate Code:



