
City of Hope ("COH")

AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION (PHI)

Release # (Staff Use):

(First) (Middle)Patient Name: (Last)

Date of Birth:

Address: City/State/Zip Code:

Mobile Home

Work Other

Preferred Telephone: ( )

Email 
Address:

City of Hope

Authorization to Use and Disclose Protected 
Health Information
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Pertinent Documents (H&P, Consult, Clinic Notes, Operative Report, Discharge 
Summary, Radiation Oncology, Chemotherapy & Test Results)

Purpose - I would like 
to: (Please check all that 
apply):

Request a copy of my medical records for my healthcare provider
Request my medical records for personal 
use

Other, Specify:

Information To Be Released
Specify where you received services: (Site Location, e.g. California, Illinois, Arizona, Georgia)

Dates of Treatment:Inpatient Outpatient

Pathology Slides Radiology Images Cardiology

Genetic Testing Information

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:

Genetic Testing and Information

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

Mental Illness or Developmental 
Disability Treatment
Substance Abuse Treatment 
(i.e. alcohol or drug)

HIV/AIDS Testing or Treatment 
(including fact that an HIV test was
ordered, performed or reported, 
regardless if whether the results of 
such tests were positive or negative)

Laboratory Pathology Radiology

Infertility/IVF/Artificial Insemination

If in IL or GA:

Child Abuse and Neglect

Sexual Assault

Abuse of an adult with disability

Please provide requested information in the following format(s):

CD USB DrivePaper Copy

Mail Secure EmailDelivery method: Date Needed By:Fax

H&E SlidesFFPE Blocks
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*PLEASE OBTAIN INFORMATION FROM, OR RELEASE MY INFORMATION TO:

Name of Hospital/Clinic/Person:

Address/City/Zip Code:

Obtain 
From:

Release
To:
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Phone Number: Fax Number: Email Address:
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Name of Hospital/Clinic/Person:

Address/City/Zip Code:

Obtain 
From:

Release
To:

Phone Number: Fax Number: Email Address:

Name of Hospital/Clinic/Person:

Address/City/Zip Code:

Obtain 
From:

Release
To:

Phone Number: Fax Number: Email Address:

Name of Hospital/Clinic/Person:

Address/City/Zip Code:

Obtain 
From:

Release
To:

Phone Number: Fax Number: Email Address:

Name of Hospital/Clinic/Person:

Address/City/Zip Code:

Obtain 
From:

Release
To:

Phone Number: Fax Number: Email Address:

Name of Hospital/Clinic/Person:

Address/City/Zip Code:

Obtain 
From:

Release
To:

Phone Number: Fax Number: Email Address:



This authorization is valid for release of information for the dates listed on the request.
• I understand that COH may not condition treatment, payment, enrollment or eligibility for

        benefits on whether or not I sign this authorization.
• I understand that the use or disclosure of my health information is voluntary except in  

       accordance with federal or state law and any mandatory reporting requirements.
• I understand that once my health information is disclosed it may be re-disclosed by the

       recipient and the information may not be protected by federal or state privacy laws or 
       regulations.

• I understand that I have the right to inspect and copy the disclosed information.
• I understand that this authorization will expire twelve (12) months from the date signed on

       this form.This authorization may be revoked at any time by submitting a request in writing 
       to the Health Information Management department; the revocation will not apply to any 
       information already released.

• I understand that I may request a copy of this authorization form. 

City of Hope

Authorization to Use and Disclose Protected 
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COH - California

      Email: himsroi@coh.org
      Fax: (626) 218-8443, Attention: Health Information Management Services (ROI)
      Mail: Health Information Management Services (ROI)

City of Hope
  1500 East Duarte Road

Duarte, CA 91010

Please direct your request to:

COH - Chicago, Atlanta, Phoenix, Hospitals and Outpatient Care Centers

      Email: himsroi2@coh.org
      Fax: (847) 746-6791, Attention: Health Information Management Services (ROI)
      Mail: Health Information Management Services (ROI)
                City of Hope
                2520 Elisha Ave
                Zion, IL 60099
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TERM: This Authorization shall remain in effect for a maximum of twelve (12) months from 
the date of signature.

I have read and understand the terms of this Authorization and I have had an opportunity to 
ask questions about the use and disclosure of my health information. By my signature below I 
hereby, knowingly and voluntarily, authorize COH to use or disclose my health information in 
the manner described above.

Date TímePrinted Name of Patient (or 
Personal Representative)

Signature of Patient (or 
Personal Representative)

If the patient is a minor or is otherwise unable to sign this Authorization, please indicate the
Parent Guardianrelationship of the Personal Representative to the Patient:

Agent

Conservator

Other, specify:

Photo IDIdentity of Personal Representative verified via Matching Signature

Other, specify:
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LANGUAGE ASSISTANCE SERVICES ARE AVAILABLE
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LANGUAGE ASSISTANCE SERVICES
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