[image: ]Consent to Release Medical Information
I AUTHORIZE: 
☐	Butte College Student Health Clinic 		Name of Agency:Click or tap here to enter text.
	3536 Butte Campus Dr.	Address:Click or tap here to enter text.OR

	Oroville, CA 95965			
	(530) 895-2441			Phone: Click or tap here to enter text.
	Fax: (530) 895-2846			Fax:Click or tap here to enter text.
	butteshs@butte.edu			Email Address:Click or tap here to enter text.
TO DISCLOSE THE FOLLOWING: (Check and Initial all that apply) 
	☐Progress Reports
	
	☐General Medical

	☐Lab Results
	
	☐Ob/Gyn

	☐Prescription Information
	Related to
	☐Substance Use

	☐Xray/Radiology Results
	
	☐Mental Health

	☐Other (specify):
	
	☐Immunization Records



☐	Butte College Student Health Clinic		Name of Agency:Click or tap here to enter text.
	3536 Butte Campus Drive			Address:Click or tap here to enter text.OR

	Oroville, CA 95965				
	(530) 895-3441				Phone:Click or tap here to enter text.	
Fax:  (530) 895-2846				Fax:Click or tap here to enter text.
butteshs@butte.edu				Email Address:Click or tap here to enter text.

For the Purpose of:  Click or tap here to enter text.	

Duration:  This consent shall become effective immediately and shall remain in effect for one year from the date of signature unless a different date is specified here:
I understand that I have the right to revoke this authorization at any time.
I understand that if I wish to revoke this authorization I must do so in writing.
I understand that if I revoke this authorization, the revocation will not apply to information that has already been released in response to this authorization.
This information is for use by the above-named recipient only.  It may not be transferred to another individual or agency without the patient's consent.
	Legal Name:

	Click or tap here to enter text.	Student ID:
	Click or tap here to enter text.
	Signature:
	
	Date
	

	Witness Name:
	
	
	

	Witness Signature:
	
	Date
	



Sent Date: Click or tap to enter a date.	Sent By:		Attempts:Choose an item.
3536 Butte Campus Drive, Oroville, CA 95965 Phone: (530) 895-2441 Fax:  530-895-2846  Email: butteshs@butte.edu
Medical Records Release Fillable – 1/2023
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