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MEDICAL RECORDS RELEASE
OFFICE OF THE REGISTRAR - TRANSCRIPTS
P. O. Box 1570

State University, AR 72467-1570

Fax (870) 972-3843 Phone: (870) 972-2919 
Authorization to Release Medical Records

Student Information
	Print Name:
	______________________________________

	
	

	Student ID or Social Security Number:
	________   ________   ________


	Date of Birth:
	________   ________   ________



I hereby authorize the Arkansas State University Registrar’s Office to disclose my medical records, including immunization records, to the following persons:

Name:

Address:

This authorization is voluntary and made to direct the release of my personal health information.  The disclosure is being made for the following purpose:


I understand I have the right to revoke this authorization at any time.  I understand if I revoke this authorization, I must do so in writing and present my written revocation to the Arkansas State University Registrar’s Office.  I understand the revocation will not apply to information that has already been released in response to this authorization.


I understand I may inspect or copy the information disclosed as provided in the Health Insurance Portability and Accountability Act and CFR164.524.  I understand any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules.  This authorization will expire two (2) years from the date below. 


I have had full opportunity to read and consider the contents of this authorization, and I confirm that the contents are consistent with my directions to the Arkansas State University Registrar’s Office to disclose my medical records to the above described person or entity.

Signature:                                                                        
Date:     
