
Authorization to Release/Obtain 

Protected Health Information 
      

REVISED 8/2014 

MR Number 

 

 

Name/A.K.A. (if any) Date of Birth 

I hereby authorize Powell Valley Healthcare located at 777 Avenue H Powell, WY 82435 to 

[    ] release information to                                                [    ] obtain information from 
 

       

Name of Facility/Name of Requestor     Address      

    

The following health information: 

[    ] Specific health information  [    ] Hospital Reports   [    ] Billing Records 

[    ] Lab/Path Reports   [    ] History & Physical     [    ] Orthopedic Records 

[    ] Radiology Reports   [    ] Radiology Images (Films)  [    ] Cardiology Records 

[    ] Clinic Records   [    ] ER Reports   [    ] Immunization Records 

[    ] Primary Care Physician Notes [    ] Express Care Records  [    ] Home Health Records 

[    ] Records by DOS/Other Records (Specify)_______________________________________________________ 
 

For the purpose of [    ] Continuation of Care/Treatment [    ] Legal 

                                 [    ] Personal     [    ] Other ____________________________  
 

 I understand that affixing my signature to this legal document means I accept the terms specified herein. 

 I understand that psychotherapy notes will not be disclosed, but the information to be released may include 

diagnoses related to behavioral and mental health care, alcohol and drug abuse, HIV/AIDS and other Sexually 

Transmitted Infections (STI), and genetics. 

 I have the right to revoke this authorization at any time except to the extent that action has been taken in reliance 

upon it. If I choose to do so, revocation must be made in writing to the provider/facility responsible for releasing 

the information. 

 I understand that information used and disclosed pursuant to this authorization may be subject to re-disclosure by 

the recipient and may no longer be protected by federal privacy laws and regulations. 

 Authorization to disclose my Protected Health Information is voluntary and PVHC will not condition treatment 

based upon this authorization. 

This authorization will expire: ______________________________________________ (one year with no date 

specified). 

 I understand that I may be charged for copies of the record in accordance with Wyoming State law. 
 

 

If the patient is 18 years of age or older, the patient must sign and date this form. 
 

If the patient is 18 years of age and older and is incapable of signing, the legally authorized representative may sign and date this 

form.   

                    Please indicate your legal authority and include documentation to prove such: 

                    [    ] Legal Guardian or Conservator                   [    ] Health Care Agent (Health Care Power of Attorney) 
 

If the patient is a minor, the patient’s parent or legal guardian must sign and date this form, unless an exception 

exists under State/Federal law.  

                    Please indicate your relationship: 

                    [    ] Parent                                                           [    ] Legal Guardian                 

Signature (Required)                                                                                           Date Signed (Required) 
 

 

Printed Name of Person Signing (If NOT the Patient) 
 

 

Mailing  Address 
 

 
 

 

For PVHC Use Only 

 

Type of ID Checked (attach copy) ______________________________________________________          Date Checked _______________________________ 

 
MR Released by  ____________________________________________________________________         Date of Release ______________________________ 
 

 

for condition(s) of:

 DR MICHAEL R. UPHUES, DO     724 Grand Avenue, Billings, MT 59101          Fax- 406-969-2447

3 months from signature date
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