AUTHORIZATION TO RELEASE PATIENT INFORMATION

Please complete this form. Items not checked or blanks unfilled are assumed to be
non-applicable or specifically not authorized for release. This release is not valid
without an authorized signature and date or if it has expired.

VETERAMS LAND BOARD

Resident Name:

Last First MI Previous Name, if any
DOB: SS# Phone:
Home Cell
Resident Address:
Street City State Zip Code

I authorize Ussery Roan State Veterans Home to disclose to

Address:

Street City State Zip Code
Phone: Fax: Email:
Covering the periods of healthcare from (date) to (date)

For the purpose of:

(If requested by the patient, state “At the request of the Individual”)
Method of disclosure: [IMail  [Jverbal I Pick Up [CJFax C1Email

The following information may be released: (ex. clinical summaries, lab reports, nurses’ notes, or all medical records)

I give specific authorization to disclose the following information as well as documents that contain reference to:
HIV test results and documentation of AIDS diagnosis
Drug and alcohol abuse treatment records
Psychiatric/Mental Health treatment records

I understand that I may withdraw or revoke my permission at any time. If I withdraw my permission, my information may no longer
be used or released for the reasons covered by this authorization. However, any disclosures already made with my permission are
unable to be taken back. I may revoke this authorization by notifying the facility in writing.

Completion of this authorization form will not affect my treatment, payments, or eligibility for benefits. As a patient, I have the right
to access my clinical records. Copies of the records may be obtained with reasonable notice and payment of copying cost. I
understand the information to be released by this authorization may be re-released by the person or organization that receives it and
may no longer be protected by Federal or Texas privacy regulations.

Unless revoked earlier, this authorization expires upon this date or event:

I release the individual or organization named in this authorization from legal responsibility or liability for the disclosure of the
records as authorized on this form. I understand that this authorization is voluntary and that I may refuse to sign it. I will be
provided a copy of this authorization, if requested. A photocopy of this authorization is as valid as the original.

Signature of Patient (or Patient Representative) Date

Printed Name of Patient (or Patient Representative) Authority of Representative to act for Patient

For Office Use: Identity Verified by

Ussery Roan State Veterans Home o 1020 Tascosa Road e Amarillo, Texas 79124
806-322-8387 e 1-800-252-VETS e Fax: 806-322-8388

www.texasveterans.com






Accessibility Report





		Filename: 

		Amarillo-records-release-authorization.pdf









		Report created by: 

		Vino Anburaj, Senior Software Engineer, vino.anburaj@glo.texas.gov



		Organization: 

		GLO, ITS







 [Personal and organization information from the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 0



		Passed manually: 2



		Failed manually: 0



		Skipped: 1



		Passed: 29



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Passed manually		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Passed manually		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	DOB: 
	SS: 
	Cell: 
	I authorize: Ussery Roan State Veterans Home
	to disclose to: 
	to date: 
	For the purpose of: 
	Date: 
	Printed Name of Patient or Patient Representative: 
	Authority of Representative to act for Patient: 
	For Office Use Identity Verified by: 
	Last Name: 
	First Name: 
	Middle Initial: 
	Previous Name: 
	Street: 
	City: 
	State: 
	Zip Code: 
	Home Phone: 
	Recipient's Street: 
	Recipient's City: 
	Recipient's State: 
	Recipient's Zip Code: 
	Recipient's Phone: 
	Recipient's Fax: 
	Recipient's Email: 
	From Date: 
	To be mailed: Off
	To be Verbal: Off
	To be picked up: Off
	To be faxed: Off
	To be emailed: Off
	Information to be released: 
	HIV Aids (initial): 
	Drug and alcohol abuse (initial): 
	PsychiatricMental Health (initial): 
	Expiration date or event: 


