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V’dhe Authorization to Release Immunization Reglstry Information

he purpose of this autharization 1§t abtaln a copy of the immunization records designated below.
This authorlzationls effective for this speclﬂc release only. Another release will be required for any future requests,
Complete ane form for each indlvidual requesting immunizatlan records.

SECTION 1: DEMOGRAPHICS

Name:

s Middle Last —Dateoflinth |

Namalu_ui_-um.hmmkmmmenmeL
| Flest: Middle: Last:

SECTION 2: DOCUMENT REQUESTED (check all that apply)

[ Personal Immunization Record, DHEC 4025 “Y'SC Certificate of Immunization, DHEC 4024
Issuad by heaith department snd applles to children enralled in
D COVIDF19 Vaccination Record childcare - 12"'sride)

SECTION 3: METHOD OF RELEASE (check only one)

o b QU3 (, 72 - 2913

N

[ In person at hepith department Name of Health Department:
g ] *Emall= Encer\ted
E | [ *Email - Nan-Bherypted Rmall adddress:
E
'-E (] *Mall Malling address:
bres Street
=) City/State/Zip:
:
o
[

*Confldentlality cannot be guarantaad by sending via smail, mall, or fax.
[7] | wauld like a copy of thisrequest form. [ | do hot want a copy of this requestform.

SECTION 4: AUTHORIZATION

Check One:

[ This request Is for my own records; | am 16 years ald or older,

[[] This request Is for my child's record; | am the parent of a child less than 18 years of age. Relationship:
[1This request Is for the person for whom | am legal guardian. Attach a copy of the court arder providing custody/guardianship,

if this Infarmatlon Is disclosad by me to others, | undaratand thas the Infarmatien may be re-disclosad by the person thac recelves [t and may no fonger be protectad by staa or
fedarel law, § undarstartd thet DHEC may not condltlon treatment, enroliment, ar ellglbllity for benefits (F| rafusa ta zign this authonuuan. hewaver, | understand that | may
nat b allglble for sarvices from some programs (f 1 refusa to allow the ralease of Informetion needed for traatment enr t, or ellgfhllity for benafits. |
underatand that by sigring below | suthoriza tha ralazsa of the abava Informatian to me, Any futura raguasts will rthIlrt the completian of anather authorization. | heraby
Authorize the South Ca

Print Name: Phato ID muhnd( O )

Signatura: Date:

Ine Daparement of Hanhh and Env tal Cantral ta disclase and produco to mo tho abova pratectad healthinformation. )

Witness (Oniy If pbrson requesting records cannot sign ar signs with an “X”)

[ Documents released as requested, Date Staff

DHEC Use Only [ Patient not found. Pracassed: Initials

Sign below ONLY to revoke the above release.
I'understand.that by signing below, ! am revoking this authorization as to any Information that has not yet been released in rellance
upon tha authorization.

Signature:. I Data:

Authorizatian

|

OHEC 3923 (02/2023) South Caralina Department of Health & Environmental Control

Witness {Only if parsan whose records are request cannot slgn ar signs with an “X)




