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J:.>J,rnu!td illlrd"". ] ",m",,,, 

REQUEST FORAND AUTHORIZATION TO REL.EASE MEDICAL ~ Department of Veterans Affairs RECORDS OR HEALTH INFORMATION 

rcr..,. Ad ami Plpoerw""" Redllction ;\ct Inr.U18ti,m: The e~ccurioll of chis fQl'l1l does not iiutimriu: the r¢leaS<' of in(o~l1alioR <lther tltar. thaI specificaJ:y des.cr;hcd below Tbe 
i:lfann.tion rc<j,lIesllOd CIlUli$ form is ~()IK:ltc.J ""lkl Title 38, 1.1 S.C The fulln 1II111'l\lrrzes rei"""" or ",fOffiJation h occoraan"" ",jtlt tile HealllllmUT""<:<: POfIabilit} and :\c((Iun.lability Act. 45 
em ?ans 16(J a.c 16-1,5 U.sC. 5Ha, aod 38l1.S.C jiGl al1d 1:lnlhal ,'00 .p.cir.... YooT dtSclcsure of the infoollalion requeSle~ on Ihis fonn is volunrary. HC)wcver, ifille: informslion 
fll.llfdin~ 5o<;i.1 SCClIT'lf)' NI.lIlbcr (S5N) (lbc ~~" "'1.11 be, used 10 I""alc I.,cord., f~r release) is 001 fum·.h.d oornpLctely ami 3<X:Llratcl>" D-cparlmenl ufVe1cr1IlIS Aff~irs will h.: unable to 
eOl1ll1ly w~ll!he reque.l. Tile Velffi\11s Health A""IIr.lsttotIOO mat. '10{ Clllld.ll0n Ireatment, payment, enrcilmcllI er eligibihl.)· on s,gnjng tbe aU1h"rinbO;J. VA m~y J.sclos( lhe infornl;tliolt 
tlmyoo Pili 011 tlte funn a~permlltcd l:y I ...... VA IllSY m.~" ~ :rm,nnc I.,~K di.c((.rure o(1hc IDfunn~lioll as ""!lined in tile i"riylK!Y Act ~~'~lem. lJ;reC<lItis nonces identified as 24VA19 "'alicnt 
Me<lical Rccod - V II" and m lICcorddn~'e ",.tIt the VHA :-Wllce of Pm'3C}' PI1ICI1CC;!l, VOII dO) 11<;)1 ha"e 10 prmide the i'Il!"'1'l'lll1ioo to VA, but if yo~ 1100'1, VA Yl'i~1 be unable to proo.~ ),00< 
reqllest anil $1:(\" }Ollf medical.n~cd! Failure III IiImi:;b lite jllformallon ",iIlltOl hJY~ any affect on aoy Glher benelil~ to which 1'011 may be entitled.. [ryo1l pro~ld. VA your SOO,,1 Sc¢unty 
:-':c'1lber, VA 1"111 os.: 1. to a,hllntller your VA bcaefits VA may al5':) US<! 11'1'$ LnIOn"~lil'" l~ Identity veteran, and perrol]1 claiming or Ncelv'og V A benctit;s at:d IIlm recQr'ds, and far olher 
'P"rposn 3uthori2cd or reqlllR,d by law. The P~poerwurk R~dlleHOn ,\,1 af 1995 ''''jukes us to notllY yw dtllt tbis infonnatu:m ,ollectioo is :n acoorwmce with tile clearnn~e rcquircmenu or 
,,,ehou JS01 of the ....Il«l¥mk Redu~!iOll 1\,1 "r 1995~ We may 001 cOllduC\ Of sponsor, ~nd you on: not req,uired to re.pond to, & coUectwn of .nfonnation unle .. 01 displays a valid OMB 
Dumber, We anti.ipale rllll! the time c~pende" b) all mdhidu.ab "'1\0 lOU$[ oomplete this form ..... ill average 2. minules. TIli. includes lhe time it will rate to read instructions, galher I.e 

ne.essary raCflt aM fill oul ti,e Coon. 

ENTER BELOW THE PAneNTS NAME AND SOCIAL SECURITY NUMBER IF THE PATIENT DATA CARD IMPRINT IS NOT USED. 

TO: OEPI'l.RTh4ENT Of' \IElERANS AfF"'IRS (Prinl OJ Iyp& na",. and add,,,",,s of healill PATIENT NAME (last. First. Middle lnil"'~ 
car. facilill'l 

SOCIAL SECliRlfY ~UM9ER 

NAME AND ADDRESS OF ORGANll.lITION.INOiVlllUAlOR TITLE OF INDIVIOUAL TO WHOM INFORMATION IS TO BE RELEASED 

VETERAN'S REQliEST: [request and authori:le Departr.lcnt of Veterans Affairs to release the information specified below to the orgllnizatlon, or 
individual named on this tl;:quest. I undcrstl:lIld that the information 10 be released incl udes information regarding the fonowing condition(s) 

o DRLGMUSl'. 0 ALCOHOLISM OR ALCOHOL ABUSE 0 TESTING FOR OR INfECTION WITH HU!\tANIMMUNOOEF:C1EHCY \lIRUSiHlV) SICKLE Cf.L~ ANEMiA 

INFORMAT!ON REQUESTED (Check IIpplicable b;)x(cs) and state the extent or nature ofthe information to be disclosed, giving the dates <If 
approximate date.q covered by each)o COpy OFIiOSPITAl SUMMAiW 0 copy OF OUTPATIENT TREA1'MEflITNQTEIS) DO-HER (Spaci1'y) 

PUFlPOSE(5) OR HE.EO FOR WHIC i THE INfORMATION IS TO BE USED BY ItiCIVlDUAL TO WHOM j~j!'ORMATION IS TO IlE RELEASED 

],<;OTI; AlmITIO~AL ITEl'\.'IS OF IN FOR\1ATlON UESIRED 1<11\ Y HE LISTED ON THY. BACK OF THlS FORM 

AGmORIZATION: I certify that this request has been made fj'eely, voluntarily and without coercion and that the information given above is 
accurate and complete tQ the best of my knowledge. J understand tfiat I will receive a copy ~fthis foon after I sign it. l may rC"oke Ihis aulhorizatioo, 
in writing. at 1m)' tim" cxccpllO the t.l:or:tent that aciion has already been taken to comply with it. Written revocation is cffecllve upon receipt by the 
Rele!i$e of lnl'ormaticn Unit at the facility bOIL~ing Ihe records. Rcdisclosun:: of my medical records b)' those receiving tnc .above Huthorl7.ed 
in:Qnnation may be accomplished witilout my further written authorizatiun and may no longer be Pl'Otcctcd, Without my express r\:,yocation, the 
k\utborizatmn Will aUIOmatlcally expire: (I) upon satisfaction of the nc-ed for disclosure; (2) on I (date supplied by patiC!tll); (3)
unde; the lolJow,ng conditior.(s): 

I untlerstalld that the VA hell1th care practitioner'!. opinion!! and statements itrf tlot official VA decisions regarding whetber I will re:«ive 
other VA bellefils or, if I receive VA benefits, their amount. They may, bowever, be ronsidered with other evidence when these decisions are 
made al II VA Regional Office that specializes in benefit decisions. 

DATE SIGNATURE OF PAnEr..T OR P'ERSO~AUTHORIZED TO SIGN FOR PAl IHi '" (AI\ach .. U\hont~ 10 SI!JT1." g. POA) 

FOR VA USE ONLY 

TYPE AHO EUEJ!lT OF MATERIAL RELEASEO IMPRI!'lT PATIE~T DATA CARD lor enter Nam&. Address, S,cial S&cunlr I>tumberf 

DATE RElEASED REI-EASEO BY 

VAmRM USE EXISTING STOCK OF VA FORM 10-5345. DATED NOV 2004. MAV 2005 10·5345 

http:Huthorl7.ed
http:mdhidu.ab
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