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Patlent's Name 
Phone 

Provlder/Fac!rrty 
Phone 

Plirson/Company 

Address 

MEDICAL RECORDS RELEASEAUTHORlZATION 

Date ofBirth 
EmaU 

Phone 

Fax# 
Emal! 

Dates of Service (Check One and Complete Dates of Service If Required) 
o Please provide a complete copy of my file for all dates of ser.vlce

Questions? Contact us at; 
[BOO) 659-4035 

.iatul!(jlheal;hrnrk-eup.;om 

o Please provide a complete copy of my file for service frcm _________ through ________ _

Records to be Rele�ed {45 CfR § 164.SOll{c)(l)[il}. 
o Entire Chart o Office t:,otes o Consults o Lab Reports o Radiology Reports
o Imaging films o Medications • o Immunizations o Operative Reports o Physical.Therapy .
. o lter111zed Billing oOther ____________ _ 

Purpose for Disclosure 

o Continuing care , o Referring Physician o Disability

o Legal/Attorney
O Transfer of Care 
o Insurance OOther _____________ _ 

Please !mllcate your acceptam:e by checking the following boxes: 
o t understand that! may revoke this authorization ln writing at any time except to the extent that action has been taken ln
reliance upon this authorization [45 cm§ l64.S08{c)(2)(1JJ,

o I understand that treatment or payment cannot be ,;:ond!tloned on myslgningthls authorization, except in certain
circumstances such as for participation ln research programs, or authorization of the release of testing results for pre
employment purposes {45 cm§ 164.508{cJ{2){1llJ.

o I understand that my records are confidential and cannot be disclosed without my written authorization except when
otherwlse permitted by law. Information used or d!sdosed pursuant to this authorization may be subject-to redisdo.ure by
the recipient and no longer protected, I Understand that the speci!ied information to be released maylnclude, but is not
limited to: history, d"iagnosis, and/or treatment of drug oralC1>hol abuse, mental illness, orcommunlcable disease, Including
Human Immunodeficiency Virus (HIVJ ancl Acquired Immune Deficiency syndrome (AIDS) [45 CfR § 164.508(c](2){!iiJi,

This authomatlon will expire One Hundred Eighty {180) days from the date of my slgnature unless 1 revoke the authorizatlon 
prior to that time. 

Signature: _______________________ _ Data;�·-------

Reason if patient ls unable to sign: 
---+n►A11!A:,4 a. MrA!SihEh1H. Ai&ctftof Of estate. death certmbfia:. nr nn-wPr nf Mfomp.\/n:tnc.nunrlr ,urth N1<'1,1od-l 
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