. : Quesyons? Contact s ats
HEALTHMARK {800) 653-4D35

status{@heaithinark-

_ MEDICAL RECORDS RELEASE AUTHORIZATION

Patlent's Name : Date of Birth
Phona : @ Email

Phone

Péreon/Company Phone

. Address ) . Fax &
City,ST,2ip code ' Emall o

Dates ofServI (k One and Complete Dates of Service if Required)
Please provide a complete copy of my file for all dates of senvice '

Please provide a complete copy of my file for service from ~ through

Records to ba Released {45 CER § 164,508{c){110),
Entire Chart Cffice Notes Consulis Lab Reports Radiology Reports
imaging Films Medications Immtinizations Operative Reports Physical Therapy .
ltemized Billing Other

Purpose for Disclosure ' .
Continuing Care Transfer of Care Referring Physician Disatility
Legal/Attorney - Insurance Other

} understand that | may revoke this authorization in writing at any time except to the extent that action has been tzken in

EI:SE indicate your acceptance by checking the following boxes:
Teliance upon this authorization {45 CFR § 164.508(c)(2){)).

[ understand that treatment or payment cannok be condltioned on my signing this authorization, except in certain
crcumstances such as for participation in research programs, er authorization of the release of testing rasults for pre-
employment purposes (45 CFR § 164.508(c)(2){i}).

understand that my records are confidentiat 2nd cannot be disclosed without my written authorization except when
otherwise permitted by law. Information tsed or disdosed pursuant to thisau thorization may be subjectto redisclosura by
the reciplent and no longer protected. 1 Understand that the s pacified information to be raleased may include, but is not
lirmited to: history, diagnosis, and/or treatment of drug or alcohol zbuse, mental ifiness, or communicable disease, induding
Human Immunedeﬁdenm/ Virus (HiV] and Acquired Immune Deflcizncy Syndrorne {AIDS) {45 CFR § 164.508(c){2)(i)).

This authorization will expire One Hundred Eighty (180) days from the date of my signature unless i revoke the authorization
prior to that time,

Signature: . Date:

Reason if patient Is unable to sign:
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