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AUTHORIZATION for RELEASE of PERSONAL HEALTH INFORMATION 

  
 

 

ALASKA DEPARTMENT 
 OF 

 CORRECTIONS 
         Health Information Services 

 
 

 

I request and authorize to release (in written and/or oral 
format) the information specified below; 

 To or  From: 
Alaska Department of Corrections. 

 To or  From: 
Facility/organization/individual listed herein. 
Name:______________________________ 
Address:____________________________ 
____________________________________ 
____________________________________ 
Phone:______________  Fax:___________ 
 

 
Patient Name      Birth date:    SSN:      _ 
Address:____________________________________________________  Phone: ______________________  
Specific information to be released: Dated from: __________________   To: _________________________ 
                               Init  Init  Init 

 PPD Results   Consultations   Drug & Alcohol  

 Medications   Lab, X-Ray   Initial Health Screenings (may include drug & 
alcohol)  

 Dental   EKG's, Scans   Mental Health / Psychiatric  
 History & Physical   Sexually Transmitted Disease   Psychological Tests/Results  
 Progress Notes   HIV Infection/AIDS   Placement / Transport  
 All medical records, which may include diagnoses, consultations, evaluations, tests and results, medications, treatment for all 

medical, psychological, or psychiatric impairments, drug and alcohol abuse/dependence, hepatitis, tuberculosis, sexually transmitted 
diseases, HIV, AIDS & compliance or non-compliance with treatment prescribed. 

 

 Other:  
 
______(Initial) I understand that I have the right to revoke this authorization at anytime. I understand that if I revoke this authorization I 
must do so in writing and present my written revocation to the Health Information Services Department. I understand that the revocation 
will not apply to information that has already been released in response to this authorization. I further understand unless otherwise revoked, 
this authorization will expire on the following date, event, or condition:_____________________________________. If I fail to specify an 
expiration date, event, or condition, this authorization will expire in sixty (60) days. I understand if the requester is not a health plan or 
health care provider, the released information may no longer be protected by the federal privacy regulations and may be redisclosed. 
 
______(Initial) I understand that the use of this information for any reason other than stated above is prohibited and that disclosure of this 
information to other parties is strictly prohibited except to those parties contracted by the Department of Corrections to assist in providing 
diagnosis and/or treatment for me while I am incarcerated. 
 
______(Initial) I authorize the use of a telefax (FAX) of this form to be used as the original for the release or disclosure of the information.  
 
The purpose of this disclosure is: 
  Continuing Medical Care  Legal Proceedings  Insurance Claim  Other    (Specify) 
 
Signature          Date     
 
Witness                                          Date     
This information is to be released for the purpose stated above and may not be used by the recipient for any other purpose.  Any person who 
knowingly and willfully requests or obtains any information concerning an individual without the express consent of that individual or 
under false premises is violating his/her rights of confidentiality.   
 
Health Information Services, Anchorage Correctional Complex East, 1400 E. 4th Ave., Anchorage Alaska 99501 
Phone: (907)269-4245  Fax: (907)269-4244 


