Baylor Psychology Clinic and the Social Determinants of Health Clinic 
REVOCATION OF AUTHORIZATION TO RELEASE 42 C.F.R. PART 2 RECORDS

I _________________________________________ who reside at ____________________________________
in the city of __________________________ in the state of _________________ hereby revoke authorization to: 
	Baylor Psychology Clinic and the Social Determinants of Health Clinic 
	One Bear Place 97334
	Waco, Texas 76798-7334
to disclose information from the Part 2 protected health records of:
	Name: _______________________________________________________________________________
                                                                                   (PATIENT)

	Address: _____________________________________________________________________________

	City, St., Zip: _________________________________________________________________________

My revocation extends to those data elements/documents initialed below:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
This revocation is given freely with the understanding that:

1. 	Disclosures made in good faith may have already occurred in reliance upon my previously issued authorization and that this revocation cannot apply retroactively to such disclosures. I also understand that the disclosure of health information may be required by law in some instances, such as for the reporting of communicable diseases.

2.	Baylor University, its employees and officers are hereby released from any legal responsibility or liability for disclosure of the information I authorized previously.


_____________________________________________	___________________________________________ 
                                           PATIENT’S SIGNATURE		 				    DATE
 
______________________________________________________	____________________________________________________
	             PATIENT’S NAME PRINTED			                                             REVOCATION DATE


_______________________________________________________	____________________________________________________
                                            WITNESS					                        DATE
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