
OMB Nunber: 2900-0260
Estimated Eurden: 2 minutes
Explration Date: I l/30/2007

REQUEST FOR AND AUTHORIZATION TO RELEASE MEDICAL
RECORDS OR HEALTH INFORMATION

Ttc Psporub* Reduction Act of 1995 r€quir$ us to ilotify you that this infonnatioD collection is h rccotd.rrwith tlE clcsrn€ EquiGmcnB ofs.rtion 3507 ofthr
Ac!. wc m6y not conduct or sponsor, and you are not rcquircd to rospond to, a c-ollcction ofinformttion unlcts it disploys s valid OMB numbcr. Wc atecct thal thc timc
expended by sll individuals completint this form will avcragc 2 minutcs. This inoludcs ihe timc to rcad inst,uctioB, gathca thc Dccoss€ry facts snd fill out the form. The
pwpose ofthis form is to specifically outling the circurnst$c€s undcr which \r,€ may disclosc data.

Thc execution ofthis form docs nol luthorizo th€ rcleas€ ofinformation other than thlt sp€cifically dcscriM bclow. The informafion rrqu6tld on lhii form is solicited
undcr Titb 38, U.S.C. The form .uthorizes rolcasc of information in accordanc. wilh tE H.alth Insursncc Port$itig and Account bility Acf 45 CFR iarts 16,0 .nd | 64,
5 U.S.C. 5524 and 38 U.S.C. 5701 snd 7132 that you spccify. Your disolorurc oftha infomation ,equ6t d on thh fo6m i! voluntay. Howcver, ifthc infonnation
ineluding Sociol Security Number (SSN) (he SSN will be us€d !o localg records for rgleos.) is not ff.r.lrishrd complctlly crd Brt.ratcly, Dcp.rungnt ofvgtlmr$ Aff.i6
will be unabl. to oomply with tho rcqucst, Thc Vctcnns Hcolth Adninirfstion nry not condition tr€atmo.f, psymor$, €[ollrnont or cliEibiliry on ligning 0|r
authorization.

ENTER BELOW THE PATIENTS NAME AND SOCIAL SECURIW NUMBER IF THE PATIENT DATA CARD IMPRINT IS NOT USED.
TO: DEPARTMENT OF VETERANS AFFAIRS (Pdnt or type nsme and addre$ ot h€alth
care facility)

PATIENT NAME (Last, First, Middl€ hluaD

SOCIAL SECURITY NUMBER

NAME AND ADDRESS OF ORGANIZATION, INDIVIDUAL OR TITLE OF INDIVIDUAL TO VVI'IOM INFORMATION IS TO BE RELEASEO

VETEXAN'S RE{t EST: I Eqqest and authorizc Department of Veterans Affairs to rclcas€ the information specilied below to the organi2oJioq or
individud nsned on this request I undcrstand that the information to be Fl€ssed includes informarion rcg&rdina the following c.[ditio;(s):

TESTTNG FOR OR TNFECT|ON WTH HUMAN |MMUNODEF|C|ENCY VTRUS (HtV)

NOTE: ADDITIONAL ITEMS OF INFORMATION DESIRED MAY BE LISTED Of.t fUf BACK OF TIUS FORM

I undeF'rtrd thrt thc vA hcslah crrc DrrcJitiorer'! opinioot 8rtd rartemcnt! src not omdrl vA decisio rcgrrding whcthcr I wi rcccivcothcr vA bcrclitt on ifI rcccivc vA binefitr, tttctr"riouni-rrily tiiii,'it-ii.iii u. .o"ridcrcd with other cildcncc-whcD thetc d.cirion! arcmadc rt I VA Regiotrrt Omcc thrt sp.ci.tizc! io teniirt O-lciJiiirl."'
DATE SIGNATURE OF PATIENT OR PERSON AUTHO

FOR VA USE ONLY
IMPRINT PATTENT DATA CARD (Name, Address, SoGat securrty Numo-Eij WPE AND EXTENT OF MATERIAT

INFORMATION REQUESTED (Check applicable box(es) and state the extent oiniture of the i
approximate dates covered by each)

! coPY oF HosPlrAL SUMMARY 
tr copy oF ourpArENT TREATMENT NorE(s) n orHER (speciry)

giving the dates or

PURPOSE(S) OR NEED FOR V\TIICH THE INFORMATION IS TO BE USEO BY INDIVIDUAL TO INFORMATION IS TO BE RELEASED

THIS SUPERSEDES VA FORM 10.5345, DATED JUN 2001, WHICH WLL NOT BE USED.


