
 

______________ ______________ 
Phone # ________________________ :____________________________

________________________________ 

_______________________________________________________________________

________________________________________________

Phone #:  __________________________ ____________ 

_______________________________ State: _____________

______________________________________________

_________  ________________ 
_________________________________________Patient Name: 

Medical Record number: Birth Date: 

Address:

City: 

Zip Code:

Email: 
Note:  Fees may apply to certain requests

AUTHORIZATION FOR USE 

OR DISCLOSURE OF P  

HEALTH INFORMATION

 ORIGINAL - DISCLOSING PARTY       
NS-9934 (9-15) SPANISH-NS-1614; CHINESE-NS-6274
NCAL: 90258 (REV. 9-15) SPANISH 01782-000; CHINESE 01782-002

NOTE: 
related to mental health, addiction, and HIV medical conditions.

DURATION:

REVOCATION:

REDISCLOSURE:

  

Media Type:    Paper     Delivery Preference:          Mail        Pickup

Date

 

Kaiser Permanente may release this information to:  

Recipient Name:

Address: City: State: Zip Code:

This disclosure can be used for the following purpose(s):   Insurance
 Disability  FMLA  Workers’ Comp

Check ONLY one of the following three options to identify the health information to be released

Option 1:

 Option 2: 

 Option 3:  

Step 2. Select types of records to be released:

Check the boxes below if you want this release to include the following information, Otherwise, 
this information will be excluded.


