
 
                           

 
AUTHORIZATION TO OBTAIN OR RELEASE  

PROTECTED HEALTH INFORMATION 
Rainbow Kids Clinic 

111 Otis Smith Drive 
Clarksville, TN 37043 
Phone (931)553-6666 
Fax (931) 553-4006 

 
I,_______________________________________________________________hereby authorize 
Rainbow Kids Clinic to: 
 _____Release Copies      _____All Records 
 _____Obtain Records      _____Immunization Records 
  Of Protected Health Information of: 
 
______________________________________________________ DOB: _______________________ 
   Patient name 
    Send Records     Get Records From 
 
____________________________________________________________________________ 

Name of Facility 
  Address: _________________________________________________________ 
  City:  ____________________________State: ______________ Zip__________ 
  Phone: ___________________________Fax: ____________________________ 

Reason for Release of Records 
  _____Selecting New Physician  _____Relocating Out of Town 
  _____Consult    _____Personal 

  _____Other __________________________ 
 
I understand that this information will not be disclosed to any other agency or individual without my written 
authorization, except as allowed by law. I also understand that my protected health information, which is disclosed 
with this release, may be subject to re-disclosure by the recipient and no longer protected by law. Rainbow Kids 
Clinic is not responsible for any alterations made on its medical record copies, which have been released to any 
party. 
 
 I understand that I have a right to a copy of this authorization after I sign it and that Rainbow Kids Clinic will not 
condition any provision of treatment on my signing this authorization.  
 
This authorization expires one year after the date I sign it. I understand that this authorization may also be revoked 
at any time with my written statement. 
 
___________________________________________  ________________________ 
Parent or Guardian Signature      Date 


