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 NEUROSURGICAL a s s o c i a t e s  
4260 Westbrook Drive, Suite 127, Aurora, IL  60504 

Phone:  630-978-7500 ▪  Fax:  630-978-7540 
 

Authorization For Release of Confidential Health Information 
 

Patient Name:  ______________________________________________________ 
 
Address:   ______________________________________________________ 
 
City/state/Zip:  ______________________________________________________ 
 
Date of Brith:   ______________________________________________________ 
 
Social Security Number: ______________________________________________________ 
 
I hereby authorize that the protected health Information regarding the above-named person be forwarded from: 
 
Name:   ___________________________________________________________ 
 
Address:  ___________________________________________________________ 
 
City/State/Zip: ___________________________________________________________ 
 
To: 
 
Name:   ___________________________________________________________ 
 
Address:  ___________________________________________________________ 
 
City/State/Zip: ___________________________________________________________ 
 
Purpose of Authorization:  ____________________________________________________ 
 
___________________________________________________________________________ 
 
___________________________________________________________________________ 
 
The authorization will include the disclosure of the following records: 
   □  Entire medical record, excluding records for the treatment of mental health, alcoholism, drug abuse, HIV/acquired        
        immune deficiency syndrome (AIDS). 
   □  Mental health treatment records 
   □  Alcoholism treatment records 
   □  Drug abuse treatment records 
   □  HIV/Acquired Immune Deficiency Syndrome (AIDS) records 
   □  Other:   ______________________________________________________________ 
 
For the time period from ________________________to _____________________________. 
 
 

The information contained in this transmission is confidential, proprietary or privileged and may be subject to 
protection under the law, including the Health Insurance Portability and Accountability Act (HIPAA). The 
message is intended for the sole use of the individual or entity to whom it is addressed. If you are not the 
intended recipient, you are notified that any use, distribution or copying of the message is strictly prohibited 
and may subject you to criminal or civil penalties. If you received this transmission in error, please contact the 
sender immediately by replying to this notice 

 



 


