NIVERSITY OF
STUDENT HEALTH SERVICES

ALCOHOL AND DRUG EDUCATION

AUTHORIZATION TO RELEASE OR OBTAIN MEDICAL RECORDS
PLEASE PRINT

Name: Date of Birth:
Address: City/State/Zip:
Phone: ( ) NU ID:
SPECIFIC INFORMATION TO BE RELEASED OR OBTAINED:
[0 Immunization Records: [ Complete Records
Graduationyear ____
[0 Psychiatric Care/Mental Health 0 other:

RELEASE MY RECORDS TO: OBTAIN MY RECORDS FROM:
D Me D Name:
D Name: Address:

Address: City/State/Zip:

City/State/Zip: Phone #: ( )

Phone #: ( ) Fax # ( )

Fax #: ( )

Please FAX records to UNO Student Health Services at (402) 554-23817,
MAIL to the address listed below.

I understand this authorization may be revoked in writing at any time, except to the extent that action had been taken in reliance

on this authorization. Unless otherwise revoked, this authorization will expire 180 days after the date of execution by the patient
or their representative.

I may request a copy of this authorization. If I do not sign this form, UNO Student Health Services will not release my information
to any person or organization except those authorized by the law. My health care or payment for care will not be affected by my

refusal to sign. Once disclosed, Federal privacy regulations will no longer apply and the information may be subject to
redisclosure. A photocopy of this authorization is as valid as the original.

Signature: Date:

S.H.S. INITIAL

HPER Bldg. 15! Floor / 6001 Dodge Street / Omaha, NE 68182-0301

402-554-2374 | FAX: 402-554-2387 02/18/11



