
7977065 v3 

LIMITED AUTHORIZATION TO DISCLOSE HEALTH INFORMATION  
Pursuant to the Health Insurance Portability and Accountability Act "HIPAA" of 4/14/03  

(Excluding Psychiatric, Psychological, and Mental Health Treatment Notes/Records) 

TO: 
Patient Name: 
DOB: 
SSN: 

I, _____________________ , hereby authorize you to release and furnish to: Shook Hardy & Bacon LLP, Keogh Cox & 
Wilson Ltd., Ulmer & Berne LLP, Greenberg Traurig LLP, Wheeler Trigg O’Donnell LLP, Adams and Reese LLP, Chaffe McCall LLP, 
Quinn Emanuel Urquhart & Sullivan LLP, Morrison & Foerster LLP, Leake & Anderson LLP, Hinshaw & Culbertson LLP, Kirkland & 
Ellis LLP and/or their duly assigned agents, copies of the following records and/or information from the time period of twelve (12) years 
prior to the date on which the authorization is signed: 

* All medical records, including inpatient, outpatient, and emergency room treatment, all clinical charts, reports, documents, 
correspondence, test results, statements, questionnaires/histories, office and doctor's handwritten notes, and records received by other 
physicians. Said medical records shall include all information regarding AIDS and HIV status. 

* All autopsy, laboratory, histology, cytology, pathology, radiology, CT Scan, MRI, echocardiogram and cardiac catheterization reports. 
* All radiology films, mammograms, myelograms, CT scans, photographs, bone scans, 

pathology/cytology/histology/autopsy/immunohistochemistry specimens, cardiac catheterization videos/CDs/films/reels, and 
echocardiogram videos. 

* All pharmacy/prescription records including NDC numbers and drug information handouts/monographs. 
* All billing records including all statements, itemized bills, and insurance records. 
**Notwithstanding the broad scope of the above disclosure requests, the undersigned does not authorize the disclosure of notes or 
records pertaining to psychiatric, psychological, or mental health treatment or diagnosis as such terms are defined by HIPAA, 45 
CFR §164.501. 

1. To my medical provider: this authorization is being forwarded by, or on behalf of, attorneys for the defendants for the 
purpose of litigation. You are not authorized to discuss any aspect of the above-named person's medical history, care, 
treatment, diagnosis, prognosis, information revealed by or in the medical records, or any other matter bearing on his or her 
medical or physical condition, unless you receive an additional authorization permitting such discussion. Subject to all 
applicable legal objections, this restriction does not apply to discussing my medical history, care, treatment, diagnosis, 
prognosis, information revealed by or in the medical records, or any other matter bearing on my medical or physical condition 
at a deposition or trial. 

2. I understand that the information in my health record may include information relating to sexually transmitted disease, acquired 
immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). 

3. I understand that I have the right to revoke this authorization at any time. I understand that if I revoke this authorization I must do so 
in writing and present my written revocation to the health information management department. I understand the revocation will not 
apply to information that has already been released in response to this authorization. I understand the revocation will not apply to my 
insurance company when the law provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, this 
authorization will expire in one year. 

4. I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need not 
sign his form in order to assure treatment. I understand I may inspect or copy the information to be used or disclosed as provided in CFR 
164.524. I understand that 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. If I have questions about disclosure of my health information, I can 
contact the releaser indicated above. 

5. A notarized signature is not required. CFR 164.508. A copy of this authorization may be used in place of an original. 

Print Name:      (plaintiff/representative) 

Signature: ______________________________________  Date  
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LIMITED AUTHORIZATION TO DISCLOSE EMPLOYMENT 
RECORDS AND INFORMATION (HIPAA COMPLIANT 

AUTHORIZATION FORM PURSUANT TO 45 CFR 164.508) 

TO:              
 Name of Employer 

              
Address, City State and Zip Code 

RE: Employee Name:       AKA:       

Date of Birth:  ________________________  Social Security Number:        

Address:           

I authorize the limited disclosure of my employment records including medical information protected by HIPAA, 
45 CFR 164.508, for the purpose of review and evaluation in connection with a legal claim. 

This authorization only authorizes release of records and/or information from the time period of seven (7) 
years prior to the date on which this authorization is signed. I expressly request that all entities identified 
above disclose full and complete records from the time period of seven (7) years prior to the date on which this 
authorization is signed, including the following: 

This will authorize you to furnish copies of all applications for employment; resumes; records of all positions 
held; job descriptions of positions held; wage and income statements and/or compensation records; wage 
increases and decreases; evaluations, reviews and job performance summaries; W-2s; employee health files, and 
correspondence and memoranda regarding the undersigned. 

I authorize you to release the information to: 

              
Name (Records Requestor) 

      
Street Address City State and Zip Code 

I intend that this authorization shall be continuing in nature. If information responsive to this authorization is created, 
learned or discovered at any time in the future, either by you or another party, you must produce such information to 
the Records Requestor at that time. 

I acknowledge the right to revoke this authorization by writing to you at the above referenced address. However, / 
understand that any actions already taken in reliance on this authorization cannot be reversed, and my revocation 
will not affect those actions. Any facsimile, copy or photocopy of the authorization shall authorize you to release 
the records herein. 

         
Signature of Employee or Personal Representative Date Name of Employee or Personal Representative 

              
Description of Personal Representative's Authority to Sign for Employee (attach documents that show authority) 
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LIMITED AUTHORIZATION FOR 
RELEASE OF WORKERS'  

COMPENSATION RECORDS 

T o:            
N a m e  

        
A d d r e s s  

        
City, State and Zip Code 

This will authorize you to furnish copies of any and all workers' compensation records 
of any sort for any workers’ compensation claims filed within the last ten (10) years, 
including, but not limited to, statements, applications, disclosures, correspondence, notes, 
settlements, agreements, contracts or other documents, concerning: 

          
Name of Claimant 

whose date of birth is ______________and whose social security number is      

You are authorized to release the above records to the following representatives of 
defendants in the above-entitled matter, who have agreed to pay reasonable charges made by you to 
supply copies of such records. 

             
Name of Representative 

Records Requestor           
Representative Capacity (e.g., attorney, records requestor, agent, etc.) 

             
Street Address 

             
City, State and Zip Code 

This authorization only authorizes release of documents and records from the period of ten 
(10) years prior to the date on which this authorization is signed. This authorization does not 
authorize you to disclose anything other than documents and records to anyone. 
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This authorization shall be considered as continuing in nature and is to be given full force 

and effect to release information of any of the foregoing learned or determined after the date hereof. 

It is expressly understood by the undersigned and you are authorized to accept a copy or photocopy 

of this authorization with the same validity as through the original had been presented to you. 

Date:             
      Claimant Signature 

 [NAME] 

Date:             
       Witness Signature 
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LIMITED AUTHORIZATION FOR RELEASE OF 
DISABILITY CLAIMS RECORDS 

T o:            
N a m e  

        
A d d r e s s  

        
City, State and Zip Code 

This will authorize you to furnish copies of any and all records of disability claims of any 

sort for any disability claim(s) filed within the last ten (10) years, including, but not limited to, 

statements, applications, disclosures, correspondence, notes, settlements, agreements, contracts or 

other documents, concerning: 
           

Name of Claimant 

whose date of birth is ______________and whose social security number is      

You are authorized to release the above records to the following representatives of 

defendants in the above-entitled matter, who have agreed to pay reasonable charges made by you to 

supply copies of such records. 

You are authorized to release the above records to the following representatives of 

defendants in the above-entitled matter, who have agreed to pay reasonable charges made by you to 

supply copies of such records. 

             
Name of Representative 

Records Requestor           
Representative Capacity (e.g., attorney, records requestor, agent, etc.) 

             
Street Address 

             
City, State and Zip Code 
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This authorization only authorizes release of documents and records from the period of ten 

(10) years prior to the date on which this authorization is signed. This authorization does not 

authorize you to disclose anything other than documents and records to anyone. 

Date:             
      Claimant Signature 

 [NAME] 

Date:             
       Witness Signature 
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FOR RELEASE OF 
HEALTH INSURANCE RECORDS 

T o:            
N a m e  

        
A d d r e s s  

        
City, State and Zip Code 

This will authorize you to furnish copies of any and all insurance claims applications and 

benefits, and all medical, health, hospital, physicians, nursing or allied health professional reports, 

records or notes, invoices and bills, in your possession that pertain to the named insured identified 

below. This authorization only authorizes release of Health Insurance records and/or 

information from the time period of ten (10) years prior to the date on which this authorization 

is signed. 

          
Name of Claimant 

whose date of birth is ______________and whose social security number is      
You are authorized to release the above records to the following representatives of 

defendants in the above-entitled matter, who have agreed to pay reasonable charges made by you to 

supply copies of such records. 

             
Name of Representative 

Records Requestor           
Representative Capacity (e.g., attorney, records requestor, agent, etc.) 

             
Street Address 

             
City, State and Zip Code 
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This authorization only authorizes release of documents and records from the period of ten 

(10) years prior to the date on which this authorization is signed. This authorization does not 

authorize you to disclose anything other than documents and records to anyone. 

This authorization is not valid unless the record requestor named above has executed the 

acknowledgement at the bottom of this authorization. 

This authorization shall be considered as continuing in nature and is to be given full force and 

effect to release information of any of the foregoing learned or determined after the date hereof. It is 

expressly understood by the undersigned and you are authorized to accept a copy or photocopy of 

this authorization with the same validity as through the original had been presented to you. 

Date:             
      Claimant Signature 

 [NAME] 

Date:             
       Witness Signature 
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LIMITED AUTHORIZATION TO DISCLOSE PSYCHIATRIC,  
PSYCHOLOGICAL AND/OR MENTAL HEALTH TREATMENT NOTES/RECORDS  

(Pursuant to the Health Insurance Portability and Accountability Act "HIPAA" of 4/14/03) 

TO: 
Patient Name: 
DOB: 
SSN: 

I,  ________________________ , hereby authorize you to release and furnish to: Shook Hardy & Bacon LLP, Keogh Cox & 
Wilson Ltd., Ulmer & Berne LLP, Greenberg Traurig LLP, Wheeler Trigg O’Donnell LLP, Adams and Reese LLP, Chaffe 
McCall LLP, Quinn Emanuel Urquhart & Sullivan LLP, Morrison & Foerster LLP, Leake & Anderson LLP, Hinshaw & 
Culbertson LLP, Kirkland & Ellis LLP and/or their duly assigned agents, copies of the following records and/or information 
from the time period of ten (10) years prior to the date on which the authorization is signed: 

• All “psychotherapy notes”, as such term is defined by the Health Insurance Portability and Accountability Act, 45 CFR 
§164.501. Under HIPAA, the term “psychotherapy notes” means notes recorded (in any medium) by a health care provider 
who is a mental health professional documenting or analyzing the contents of conversations during a private counseling session 
or a group, joint or family counseling session and that are separated from the rest of the individual’s record. This authorization 
does not authorize ex parte communication concerning same. 

1. To my medical and/or mental health provider: this authorization is being forwarded by, or on behalf of, attorneys for the 
defendants for the purpose of litigation. You are not authorized to discuss any aspect of the above-named person's medical 
history, mental health history, care, treatment, diagnosis, prognosis, information revealed by or in the medical or mental 
health records, or any other matter bearing on his or her medical, psychological, or physical condition, unless you receive 
an additional authorization permitting such discussion. Subject to all applicable legal objections, this restriction does not 
apply to discussing my medical history, mental health history, care, treatment, diagnosis, prognosis, information revealed 
by or in the medical or mental health records, or any other matter bearing on my medical, psychological, or physical 
condition at a deposition or trial. 

2. I understand that the information in my health record may include information relating to sexually transmitted disease, acquired 
immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information about behavioral or 
mental health services, and treatment for alcohol and drug abuse. 

3. I understand that I have the right to revoke this authorization at any time. I understand that if I revoke this authorization I must do 
so in writing and present my written revocation to the health information management department. I understand the revocation will 
not apply to information that has already been released in response to this authorization. I understand the revocation will not apply to 
my insurance company when the law provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, 
this authorization will expire in one year. 

4. I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need 
not sign his form in order to assure treatment. I understand I may inspect or copy the information to be used or disclosed as provided 
in CFR 164.524. I understand that 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. If I have questions about disclosure of my health information, I can 
contact the releaser indicated above. 

5. A notarized signature is not required. CFR 164.508. A copy of this authorization may be used in place of an original. 

Print Name: ____________________________________ (plaintiff/representative) 

Signature: ______________________________________  Date ________________ 




