
JERSEY COMMUNITY HOSPITAL 
HEALTH INFORMATION MANAGEMENT DEPARTMENT 

400 Maple Summit Road Jerseyville, Illinois 62052 
Phone (618) 498-8309 or 498-8305 

  Fax (618)-498-8496 
 

AUTHORIZATION FOR THE RELEASE OF HEALTH INFORMATION 
 
I authorize JERSEY COMMUNITY HOSPITAL to release or obtain Protected Health Information.  The records may include information related to Mental Health, 
Drug/Alcohol, or HIV/AIDS/STD. 
 
 
_________________________________________________________________         _________________________________      _________________________ 
PATIENT NAME                                                                                                             LAST 4 DIGITS OF SS#                                DATE OF BIRTH 
 
 
SEND INFORMATION TO:   Receiving Agency/Person:____________________________________________________________________________________ 
 
Address:_________________________________________________________________________Phone:____________________Fax:_____________________ 
 
 
 
 
DATES TO BE RELEASED __________________________________________________________________________________________________________ 
 
 
INFORMATION REQUESTED: 
 
 
_____ Emergency Room Record  _____ Physical Therapy Notes  _____ X-Ray Reports & Disc  _____Hospitalization 
                        
_____ Lab Results/Pathology Report _____ Other:___________________________________________________________________________________ 
 
 
 
PURPOSE FOR WHICH RECORDS WILL BE USED: 
 
_____ Physician/Health Care Facility  _____ Self   _____ Legal _______Insurance 
 
_____ Other:  ______________________________________________________________________________________________________________________ 
 

 
 

LEGAL AUTHORITY FOR REQUEST  
 
______ I am the patient  ________ Legal Guardian  _______ Power of Attorney        _______Note 
 
 
I understand this authorization may be revoked at any time, providing the information has not already been disclosed. I understand that 
if I revoke this authorization, I must do so in writing and present my written revocation to the Health Information Management 
Department. I also understand that once the above information has been disclosed per my instruction, the information may no longer 
be protected by the confidentiality laws. Unless otherwise specified or revoked, this authorization will expire in 60 days from the date 
of my signature on this form. The release will be processed within five to seven working days by the Health Information Management 
Department after receiving the request. I also understand there may be charges for copying of the medical information and that I 
am responsible for those charges. 
 
I hereby state that I have read and fully understand the above statements. 
 
 
 

 
_____________________________________ __________________________________ ___________________________________ 
Signature of person making request  Relationship to Patient   Date 
 
_____________________________________ ___________________________________ 
Printed Name of person making request  Witness 
 
 
 FOR HEALTH INFORMATION MANAGEMENT COMPLETION IF NEEDED: 
 Request is being denied because   ___ No record on file for specific date requested 
                                                        ___ Other ____________________________________________________________________________________ 
 
 
 
  



INSTRUCTIONS FOR COMPLETION OF 
AUTHORIZATION TO RELEASE /OBTAIN MEDICAL RECORD INFORMATION 

FROM JERSEY COMMUNITY HOSPITAL HIM DEPARTMENT 
 
Please print and complete all sections of the online form. 
 
The signed completed form must be presented to the Health Information Management (HIM) 
Department for your request to be processed. You may present it to the HIM office during the hours of 
8:00 to 4:30, Monday through Friday; you may submit by FAX to 618-498-8496 or by e-mail to 
releaseofinformation@jch.org.  There may be charges associated with your request for records. 
 
You may pick up your records at the HIM Department (allow 5-7 working days).  Please bring personal 
identification to verify that you are legally entitled to the medical information.  We will fax or mail 
records to another healthcare organization or physician office at your request. 
 
If you have questions, please contact the Health Information Management Department at phone number 
618-498-8309. 
 


