
This authorizes the following Kaiser Permanente 
Medical Center(s): __________________________
__________________________________________

Patient Name: ______________________________
Kaiser # _______________ Date of Birth: _________ 
Address:___________________________________
City: ______________________________________
State:  __________________ Zip Code: __________
Phone #: __________________________________
Email: _____________________________________ Note:  Fees may apply to certain requests

AUTHORIZATION FOR USE OR DISCLOSURE  
OF PATIENT HEALTH INFORMATION

 ORIGINAL - DISCLOSING PARTY       CANARY - PATIENT

Kaiser Foundation Hospitals
Permanente Medical Groups

SCAL: NS-9934 (6-12) SPANISH-NS-1614; CHINESE-NS-6274
NCAL: 90258 (REV. 6-12) SPANISH 01782-000; CHINESE 01782-002

Kaiser Permanente will not condition treatment, payment, enrollment or 
GNKIKDKNKV[�HQT�DGPGſVU�QP�RTQXKFKPI��QT�TGHWUKPI�VQ�RTQXKFG�VJKU�CWVJQTK\CVKQP�

VQ�FKUENQUG�KPHQTOCVKQP�CU�URGEKſGF�DGNQY�HQT�VJG� 
HQNNQYKPI�RWTRQUG
U���AAAAAAAAAAAAAAAAAAAAAAAAA
__________________________________________
__________________________________________
__________________________________________

Copies of records or medical record information within the following dates: _________ to _________
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The actual treatment records from mental health, or alcohol/drug departments, or results of HIV 
CPVKDQF[�VGUVU�CTG�URGEKſECNN[�RTQVGEVGF��CPF�YKNN�PQV�DG�FKUENQUGF�WPNGUU�[QW�UKIP�DGNQY�

Mental Health department records  5KIPCVWTG� AAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAA
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DURATION: 6JKU�CWVJQTK\CVKQP�UJCNN�TGOCKP�KP�GHHGEV�HQT�QPG�[GCT�HTQO�VJG�FCVG�QH�UKIPCVWTG�WPNGUU�C
� FKHHGTGPV�FCVG�KU�URGEKſGF�JGTG�AAAAAAAAAAAAAAA
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REVOCATION: ;QW�QT�[QWT�TGRTGUGPVCVKXG�ECP�TGXQMG�VJKU�CWVJQTK\CVKQP�WRQP�YTKVVGP�TGSWGUV��+H�[QW�� �
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Media Type:  � Electronic      � Paper      &GNKXGT[�2TGHGTGPEG�  ��'OCKN�5GEWTG�2QTVCN������� Mail       ��2KEMWR�� 

Date 5KIPCVWTG +H�PQV�RCVKGPV��RTKPV�[QWT�PCOG�CPF�TGNCVKQPUJKR
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Kaiser Permanente may disclose this information to:
� %JGEM�KH�UCOG�CU�CDQXG�
FKUENQUWTG�VQ�RCVKGPV�
Recipient Name: ____________________________
Address: ___________________________________
City: ______________________________________ 
State: __________________ Zip Code:___________
Phone #: ______________ Fax #: ______________
Email: _____________________________________


