WASHIN TON COLLEGE

AUTHORIZATION FOR THE RELEASE OF HEALTH INFORMATION

TO WASHINGTON COLLEGE
Student ID

To

This Authorization form is designed to meet the requirements of federal privacy regulations issued by the Department of
Health and Human Services at 42 CFR § 164.508 and the Annotated Code of Maryland, Title 10 Health General Article §§
4-301 —4-307.

All items on this authorization must be completed in full, or the request will not be honored.

I hereby authorize to release the protected health information of:

N

PHONE: DATE OF BIRTH:

ADDRESS

The infi tion is to be released to:
¢ information is to be released to WASHINGTON COLLEGE
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300 Washington Avenue
Chestertown, MD 21620
Ph: 410.778.7261 / Fax: 410.810.7101
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