Audiology Associates
O  F      H  A  R  R  I  S  O  N  B  U  R  G

590 Neff Ave., Suite 5000

Harrisonburg, VA  22801

(540) 574-HEAR (4327)
Authorization to Release/Receive Records and/or Protected Health Information
I understand that different agencies provide different services and benefits.  By signing this form, I am allowing Audiology Associates of Harrisonburg and the identified agencies to exchange authorized information to effectively provide or coordinate services or benefits.  I can withdraw this consent at any time by notifying Audiology Associates of Harrisonburg.
Patient Name: ______________________________     Birthdate: _______________
I want the following confidential information regarding this patient to be exchanged:
___ Assessment Information
___ Benefits/Services Needed, Planned and/or Received

___ Medical Diagnosis

___ Medical Records

___ Other Information: _________________________________________________

This information is to be exchanged with the following entities:

___ UVA

___ Harrisonburg City Public Schools

___ Rockingham County Public Schools

___ PCP: ________________________ Address/Phone: __________________________
___ Other: _______________________ Address/Phone: __________________________
___ Other: _______________________ Address/Phone: __________________________
​​​​​​​

Information may be shared by:

___ Written information       ___ Telephone     ___ Computerized data
Unless otherwise revoked, this authorization will expire on ___________.  If there is no date entered, the authorization will expire one year from the date signed.

Signature:  ______________________________________  Date:__________________

                 (Signature of Patient, Parent, Guardian or 

                          Authorized Representative)

Relationship to Patient: ___________________________

