***Complete Form, Print, Sign and return to ATU Health & Wellness Center***
ARKANSAS TECH UNIVERSITY

HEALTH & WELLNESS CENTER

PERMISSION FOR RELEASE OF INFORMATION

I, _______________________________  
Tech ID# _________________________

    (Print Name)
Date of Birth__________________________  
 Phone _________________________________
Request that Arkansas Tech University Health & Wellness Center, or

________________________________________________________________________
(Name of Institution/Business)
Release the following information from my health record:  (Check all that apply)
___Lab results
   ___Immunization records    ___Entire medical record __ TB Skin Test
___Care delivered on this specific date only _____/_____/_____

___Care delivered for _______________________ only (specific illness/injury)


____All counseling records ___Counseling summary letter (diagnosis/treatment summary)
This information is to be released to:

Health & Wellness Center


OR

________________________

Arkansas Tech University





      Name
1605 Coliseum Drive.




________________________

Doc Bryan Building Ste. 119




     Address

Russellville, AR  72801




________________________

479-968-00329  City/State/Zip

Fax 479-967-6610





________________________









           Telephone Number









________________________










    Fax Number

I understand that I may revoke this authorization at any time by providing a written notice of revocation to hwc@atu.edu.  Such revocation will not affect any action taken in reliance on this authorization before receipt of my written revocation.  The information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and no longer protected by federal privacy regulations or other applicable state or federal laws.  I release Arkansas Tech University and the offices of Health Services, Counseling Services, its officers, partners, agents, and employees from any and all liabilities, responsibilities, damages, and claims that may arise from the release of information pursuant to this authorization.

________________________________

___________________



Signature 





Date
