
Galbraith Family Medicine, LLC 
44 Elm Street, Limerick, Maine  04048      Phone (207) 793-9586       Fax (207) 793-9587 

 

 
Authorization To Release Protected Health Information 

 
Patient Name_______________________________________________________  Date of Birth_______________________ 
 
I HEREBY AUTHORIZE GALBRAITH FAMILY MEDICINE, LLC, TO:  (Please check) 

� Obtain my protected health information from:____________________________________________________________ 

� Release my protected health information (PHI) to:  ________________________________________________________ 

� Share my health information with:______________________________________________________________________ 
 

Physician/Other_________________________________________________________________ 
Address_______________________________________________________________________       
City__________________________________   State______________   Zip code____________ 
 
Protected Health Information to be released:       � I am changing doctors 

� Medical records (may specify “all” or related to a specific condition):__________________________________________________________ 

� Billing records 
� Records from time frame ____________________ to ____________________ 

 
I understand that the PHI released pursuant to this authorization may include records generated by another healthcare provider or 
facility.   
 
Purpose of disclosure:  ______________________________ ( if used for marketing this will be stated and remuneration if involved will be disclosed) 
 
I HAVE BEEN MADE AWARE THAT I MAY REFUSE TO DISCLOSE ALL OR PART OF MY HEALTH CARE INFORMATION, 
PARTICULARLY AS NOTED BELOW.  I HAVE BEEN MADE AWARE THAT REFUSING DISCLOSURE MAY RESULT IN IMPROPER 
DIAGNOSIS OR TREATMENT, DENIAL OF COVERAGE FOR AN INSURANCE CLAIM, OR OTHER ADVERSE CONSEQUENCES. 
 
(Check below any information you do not wish disclosed) 

�  Psychological or psychiatric problems    (Records generated at a mental health agency/facility or by a psychiatrist, clinical nurse 
specialist, social worker or psychologist) 

�  Substance abuse or chemical dependency    (Records generated by medical personnel whose primary function is treating this.  I 
understand that PHI that includes alcohol or drug program information protected by federal law will require notice to the person receiving the 
information that it may not be shown to or shared with others without my express written permission.) 

�  HIV test results or status    (Maine law requires our practice to inform you that disclosing your HIV infection status may have 
consequences such as negative treatment in your personal life, at work, or by insurance companies, if this information is misused.   Yet it can be 
important for providing you needed services and healthcare) 

�  Other________________________________________ 
CHECK ONE: 

�  I authorize the release of the requested records without information relating to the conditions checked above. 

�  I authorize the release of the requested records in their entirety directly to the party who requested this information regardless of 
content.   
 
I have read this release and understand the information contained in this document.  I understand that I am not required to sign this form and that 
Galbraith Family Medicine, LLC, will not condition treatment, payment of services, or eligibility for services on whether I sign this form.  I 
understand that I may revoke this consent at any time except to the extent that action has been taken in reference to this request.  I can revoke this 
consent at any time by written, signed and dated notice to this office but understand that doing so may be the basis for denial of health benefits or 
other insurance coverage or benefits.  I understand that I have the right to access or copy the PHI described in this form by making a written request 
to above address to the Privacy Officer(s) of this practice, David or Kathryn Galbraith, and that a copying fee may be charged as permitted by law.  I 
understand that PHI used or disclosed pursuant to this authorization may be re-disclosed by the recipient and no longer protected by confidentiality 
laws.  This release is valid for this request only.  I am entitled to a copy of this form upon request. 
 
______________________________________________________________________                  _________________ 
Signature of Patient or Legal Guardian        Date 
(Signature is valid for 30 months from signature date unless specified here:______________________________. )  


