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Patient Care Report Release Procedure 
When a patient’s medical record request is received, the requesting party should be directed to the HIPAA Compliance Officer. The HIPAA Compliance Officer is authorized to release a PCR directly to the court, patient, or patient’s attorney when the request is accompanied by required documentation. 
Documentation is considered sufficient when 1) court order – subpoena authorized by the court, 2) patient – government-issued photo identification 3) attorney – power of attorney signed by the patient. 
When a request and supporting documentation meet the authorized criteria, the requesting party may receive a printed copy of the record. The documentation provided to support the request shall be copied and affixed to the original PCR as a record of release. In no circumstance shall access to the original file be granted. 
Requests not accompanied by proper documentation or requests by any other party shall be forwarded to the HIPAA compliance officer or the Fire Chief.
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AUTHORIZATION FOR RELEASE OF RECORDS

Patient Name: ____________________________________________________
Mailing Address: __________________________________________________
Physical Address: __________________________________________________
Phone Number: ___________________________________________________

Social Security No: ___________-_________-____________

Birth Date: _______-________-________

I, the undersigned, authorize the Oakridge Fire and EMS Department to furnish medical information concerning the above-named patient to the following persons and institutions: 

____________________________________________________________________________________
(Names and Mailing Addresses of Persons or Institutions Requesting Information)

This medical information is to be limited to the following: _____________________________________________________________________________________

_____________________________________________________________________________________ 
(Specify Information as Medical Condition or Injury; Treatment, Examination, or Hospitalization Received; and Dates of Treatment)

The above-named persons and institutions may use the information authorized only for the following purposes: ______________________________________________________________ (Specify).

The further use or disclosure of the authorized information by the above-named persons and institutions may not be accomplished without my further written consent.

This authorization shall become effective immediately and shall be valid until _________________ (Date), unless expressly revoked by me.

_______________________________________________________	_________________________
Ink Signature of Patient or Authorized Person                                                  Date

_________________________________
Relationship to Patient


_______________________________________________________	_________________________
Ink Signature of Witness                                                           		Date
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