
3017 Telegraph Ave. Ste 230 Berkeley, CA 94705  P: 510-540-9000 F: 510-540-9002 
email: info@blueskyhearing.com web: www.blueskyhearing.com

RELEASE OF PATIENT RECORDS AUTHORIZATION

I hearby authorize ______________________________________ to release a copy of 
my patient files, including electronic records and NOAH patient database, if applicable, to 
_____________________________. This authorization is given pursuant with HIPAA Patient 
Privacy Practice.

PATIENT NAME: ___________________________________________________________

DATE OF BIRTH: ____________________  PHONE: ______________________________

SIGNATURE: ___________________________________ DATE: ____________________

RELATIONSHIP TO PATIENT: _______________________________________________
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