JEFFERSON COLLEGE OF HEALTH SCIENCES

AUTHORIZATION FOR RELEASE

OF

INFORMATION FROM STUDENT HEALTH RECORD

(Short Form)

Name (please print) _____________________________________________________

Date of Birth________________________________________

Address____________________________________________


_____________________________________________


City_______________________ State_____________ Zip Code____________

Phone Number_______________________________________

Email Address_______________________________________

Program of Study_____________________________________

I hereby authorize disclosure of my health record information as follows: (Check all that apply)

	


Complete Medical Record

	


Immunization Record

	


Other Information (Please specify)____________________________________________


________________________________________________________________________

The purpose of this release is for:

	


Transfer of records to another provider

	


Attorney

	


Employment

	


Other (Please Specify)____________________________________________

Signature___________________________________________________________ Date_______________

