[SAMPLE PHI RELEASE STATEMENT]
PHI Release form for [NAME OF ORGANIZATION]
April 11, 2018

Patient Name: ______________________________ Date of Birth:_______________________________
I hereby authorize , ____________________________, an observer in the ________________________ Department at [NAME OF ORGANIZATION]
The purpose or need for this disclosure is:
· educational
· recruitment
· other (describe):
[bookmark: _GoBack]The method of disclosure is:
· review the medical record
· observe medical treatment
· observe diagnostic procedures
· other (describe):
I understand that I may revoke this authorization at any time by sending a written notice to the Hospital indicated above. I understand that any release which has been made prior to such revocation and which was made in reliance upon this authorization shall not constitute a breach of my rights to confidentiality. This authorization will automatically expire at the end of this observation assignment.
I understand that my ability to receive treatment is not conditioned on my signing this Authorization.
 
Signature of Resident or Legal Representative _____________________________________________
Date____________________ Relationship, if not the resident ________________________________
Witness ____________________________________________________________________________
Date _______________________________________________________________________________

