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Facility Name, Address, Phone #, Fax # 

 

 

 
RECORD OF ACCESS/DISCLOSURE/RELEASE OF PERSONAL HEALTH INFORMATION  

(COMMUNITY) FORM 
 

To:        From:        

Fax #:        Date:        

Phone#       Pages:                  (including this cover page) 

              

Client Name:      Health Record #       

Date of Birth:                     (dd/mmm/yy) 

              

Reason for Disclosure:    Transfer  Referral   Other     

              
 

Information Disclosed by:    Fax   Mail   Sent with Client   Other      
              
 

INFORMATION DISCLOSED (Check all that apply and include applicable dates/timeframes of reports(s) 
disclosed): 
    

     Date of Report     Date of Report 
 

 Assessment        Consult Record      

 Discharge Summary        Immunizations      

 Letter        Memo       

 Progress Note       Referrals       
 
 Other              

               

               

               

               

               

               

               

              

The client documents accompanying this transmission contain confidential information intended for a specific individual and purpose.  The 
information is private and is legally protected by law.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, 
distribution or the taking of any action in reliance on the contents of this transmission is strictly prohibited.  If you have received this communication 
in error, please notify us immediately and return the original transmission to us.  Thank you. 


