
Carriage Hill Family Care, PLC 

3501 Carriage Hill Dr Ste B | Paragould, AR 72450 

Phone: (870) 573-2200 | Fax: (870) 573-2300 

 

AUTHORIZATION TO RELEASE HEALTH INFORMATION 
 
 

Patient Name: _______________________________________  Date of Birth:_________________ 

Phone Number__________________  Last Four Digits of Social Security Number:____________ 

Address__________________________________________________________________________ 

Email Adress______________________________________________________________________ 

PARTY TO RECEIVE INFORMATION: 

I hereby authorize:  _ ___________________________________________________ 

       Entity, person(s), or class of persons 

To release to:          Carriage Hill Family Care, PLC and its medical providers, employees and agents 

  

TYPES OF INFORMATION: 

Date(s) of Service Requested:  _____________________________________________ 
_____ Entire Medical Record Including any Psychotherapy Notes 
_____ Other Specific Information: ________________________________________________ 
 
I understand the record may include information relating to mental healthcare, communicable diseases, and 
treatment of alcohol or drug abuse.   
 
I request the record to be provided in the following format:  

_____ paper _____ CD ______ unsecure email 
                                                                            

I understand if I request the record to be provided by email that I undertake the following potential risks: 

• The information may be obtained by someone else 

• The information can be opened and read by someone else 

• Unencrypted information does not provide any assurance of privacy or security 

 

__________________________________________  ______________________ 

Patient Signature       Date 

 

__________________________________________  _______________________ 

Legal Representative, if not patient                                                Date 


