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HIPAA COMPLIANT INFORMATION AUTHORIZATION 

                                 
TO:________________________________________________________________________ 
 
 

RE: _____________________________________(Client) 
 
 

This document authorizes Everett, Womble & Lawrence, LLP, Attorney at Law, Post Office 
Box 1678, Goldsboro, North Carolina 27532-0809, to copy, reproduce or examine in any manner and 
the right to obtain oral and written reports thereon as they may be requested, of any one or all of the 
following: 

 
1. Any and all medical records, reports, patient intake forms, patient history forms, patient 

insurance filing forms, all tests and reports thereof, and any and all documents in your 
file relating in any way to the patient, medical history notes and reports or records, 
statement of charges, relating to the undersigned.  This includes records that may 
contain sensitive information. 

 
2. Any and all psychiatric or psychological records, reports, tests or evaluations, and any 

and all results and interpretations therefrom, relating to the undersigned. 
 
3. Any and all employment records, including but not limited to applications, 

performance reports and records, work history reports and records, any and all 
memorandum and documents in the personnel, relating to the undersigned. 

 
4. Any and all educational records including reports, tests and test results, including 

intelligence tests, records of performance including grades and any activities, 
including extracurricular activities, and all documents and information contained in 
the academic file, relating to the undersigned. 

 
5. Any and all Medicare and/or Medicaid claims and payment information concerning 

medical expenses incurred by the undersigned since the date of the incident, accident 
or other event for which this law firm is representing the undersigned. 

 
6. Any and all investigation reports, notes, reviews, data, any and all witness statements 

whether they be oral, written or otherwise memorialized concerning the undersigned, 
such investigation reports include any and all without regard to the particular 
matter(s) or issue(s); whether such are held by government or private agencies, 
individuals, corporations or organizations, in any way relating or including or 
involving the undersigned. 

 
 



 
7.       Copies of any and all policies of insurance and plan documents issued whereunder 

the undersigned is the insured, and/or claimant and/or beneficiary, and copies of any 
and all correspondence, letters, memorandums, notes, communications, records, 
forms, claim forms, evaluations, and applications relating to any policy of insurance 
and/or plan and/or plan for disability whereunder the undersigned is or may be the 
insured, and/or beneficiary and/or claimant. 

 
8. THIS AUTHORIZATION HEREBY REVOKES ANY AND ALL INFORMATION 

AUTHORIZATIONS AND/OR INFORMATION RELEASES PREVIOUSLY 
GRANTED TO ANY PARTY, PERSON, CORPORATION, PARTNERSHIP OR 
ORGANIZATION, GOVERNMENTAL OR PRIVATE.  IT CAN ONLY BE 
REVOKED BY ME IN WRITING. 

 
9. A copy of this signed and dated authorization shall be as effective and valid as the 

original.  This information is needed for my attorney to adequately represent the 
undersigned.  I understand that the information used or disclosed may be subject to re-
disclosure by the person or class of persons or facility receiving it, and would then no 
longer be protected by federal privacy regulations. I understand that no treatment, 
enrollment in a health plan, or eligibility for benefits provided by any providing 
entity covered by this release is conditioned by my signing this release. 

 
10. This authorization expires one year from the date executed below. 
 
11. This authorization is for the purpose of pursuing and investigating a legal claim. 
 
 
This the ____ day of ___________________, 20_____. 
 
 
By:_________________________________________ 
Printed Name: ________________________________ 
Date of Birth:      /     / 
SSN: XXX-XX-________ 
 
 
      WITNESS: 
 
 
      ______________________________ 
       


