Medical Excuse for Patients 
(AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION)
Name: ___________________________________ Date of Birth: _____/____/_____

Employer (Company name): ________________________________________________

Date(s) of service: _____________________________________________________

I authorize the release of information about the services rendered on the date above, including: the date(s) of service, general diagnosis, any future services related to this procedure that may have to be performed, and when, in the opinion of the doctor, the patient will be able to return to work after this and other future related services are performed.  I give permission for this office to furnish my employer a written or oral verification that the services in questions were performed on that date and a written or oral opinion as to whether I need to miss work due to the procedures performed, and whether I will need to miss work if I have related procedures that may be performed in the future.
This information may be released to an individual who identifies himself/herself as being employed at my workplace (listed above) and calls to verify the information about the visit referenced above.
I authorize the use or disclosure of the protected health information (“PHI”) as described above. By authorizing the use or disclosure of the PHI described above, I authorize the custodian of the PHI: (1) to open the PHI for review or inspection by the person(s) identified above, and (2) to furnish the person(s) identified above with a copy of the PHI if he or she so requests.

The purpose of this request to release and/or disclose the PHI described above is for personal reasons related to my employment.  I understand that I have the right to revoke this Authorization, in writing, at any time by notifying the office above. Such revocation will not affect actions taken by the requesting person prior to the date he or she received the written revocation. I also understand information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and will no longer be protected by this rule.

I understand that my health care provider cannot condition treatment on whether I sign this Authorization.  However, I understand that my health care provider cannot provide any verification about this/these visits to my employer if I refuse to sign this Authorization.
This Authorization will expire one year past the last date of any services related to this visit, or when terminated by me in writing 
_______________________________________________ 
_____________________

Signature of Patient 





Date
