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AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH 
INFORMATION  

 
I hereby authorize employees of the City of Santa Fe to disclose information from the 
health records of:  
 
 Patient Name: _____________________________ Date of Birth: ___________ 

 Address: _________________________________________________________ 

 Phone: ________________________ Email: ____________________________ 

This authorization is for the release of information of the day(s) I received ambulance 
service from the City of Santa Fe.  This release is valid only for the date(s) of service(s) 
I indicated:  
 From (date) _______________________ to (date) ________________________ 

 From (date) _______________________ to (date) ________________________ 

 From (date) _______________________ to (date) ________________________ 

Information that I authorize to be disclosed: 

___  Ambulance/EMS Service Report  ______         ___  Billing Sheet Invoice  _____ 
check                                                           initials                  check                                                           initials 
 
___  Insurance Information  _____                            ___  Other__________       _____ 
check                                                            initials                                             check                                                          initials 
 
This information is to be disclosed to:  

 _________________________________________________________________ 
 (Name of Person or Organization that you want to receive this information.) 

 _____________________________________  ____________________________ 
 Address                                                               Phone   

 

The information is to be disclosed for the following purposes: 

 ___I want it disclosed 

 ___Other reason (please specify, e.g. legal)_____________________________ 

_______________________________________________________________________ 



 

I understand that the City of Santa Fe and its employees or volunteers may not condition 
treatment, payment, enrollment, or eligibility for benefits on whether I sign this 
authorization, unless it requires my authorization for eligibility or enrollment 
determination related to me, or for its underwriting or risk rating determinations. 
 
I understand that my health information may potentially be re-disclosed by the recipient 
identified in this authorization.  Neither the City of Santa Fe nor my health plan is 
responsible for any such disclosures, and the City of Santa Fe employees or volunteers 
are released from any legal responsibility or liability for disclosures made pursuant to this 
authorization. 
 
I understand this authorization may be revoked in writing at any time, except to the extent 
that action has been taken in reliance on this authorization.  Unless revoked, this 
authorization will expire on (date) ____________, or event or condition that I have 
described __________________________________________________________. 
 
 
__________________________________________      __________________________ 
Signature of Patient                                                           Date 
 
 
If patient is a minor or otherwise unable to sign this authorization, the following is 
required: 
__________________________________________      __________________________ 
Signature of Personal Representative                                Date 
 
 
Description of authority of Legal Representative to act on behalf of the patient:  
 
 
___Parent        ___Legal Guardian      ___Power of Attorney 
 
 
 
 
 
 
A copy of this authorization must be provided to the individual patient.  The City of 
Santa Fe must maintain this authorization for a period of six years. 
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