
City of Hope National Medical Center and/or City of Hope Medical Foundation ("COH") 

AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION (PHI) 

Release# (Staff Use): 

Name: (Last) (First) (Middle) 

DOB: Address: City/State/Zip Code 

Preferred Telephone: ( ) -
D Mobile D Home D Work D Other 

Email Address: 

Purpose - I would like to: D Request a copy of my medical records for my healthcare provider 

(Please check all that apply): D Request my medical records for personal use 

D Authorize COH to obtain my medical records from the specified provider(s) 
listed on page 2 * 

D Authorize COH to release my medical records / health information to the 
specified individual(s) listed on page 2* 

D Other, Specify: 

Please provide requested records in the following format: D Paper Copy □ CD □ USB Drive 
Delivery method: D Pickup □ Mail D Fax D Secure Email Date Needed By: 

Information To Be Released 
Specify where services were rendered (Site Location, e.g. Duarte, Glendora, Pasadena): 

D Inpatient D Outpatient Dates of Treatment: 

D Pertinent Documents (H&P, Consult, Clinic Notes, Operative Report, Discharge Summary, Radiation 
Oncology, Chemotherapy & Test Results) 

D Laboratory D Pathology D Pathology Slides D Radiology D Radiology Images D Cardiology 

D Genetic Testing Information 

D Other, Specify: 

MY HIGHLY CONFIDENTIAL INFORMATION: By checking the box(es) and placing my 
initials next to a category of highly confidential information listed below, I specifically authorize 
the use and/or disclosure of the type of highly confidential information indicated next to my initials, 
if any such information will be used or disclosed pursuant to this Authorization: 

□ HIV/AIDS Testing or Treatment □ Mental Illness or Developmental

(including fact that an HIV test was Disability Treatment

ordered, performed or reported, □ Substance Abuse Treatment
regardless if whether the results of (i.e. alcohol or drug)

such tests were positive or negative) □ Genetic Testing and Information

City of Hope 

Authorization to Use and Disclose Protected 

Health Information 
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