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AUTHORIZATION TO OBTAIN MEDICAL RECORDS

Patient’s Name:___________________________________________________________________

Patient’s Date of Birth:____________________________SS#:_____________________________

Patient’s Address:_________________________________________________________________
 
                             _________________________________________________________________

The Above Identified Patient is Requesting the Following Information be Obtained From:

Name of Person/Organization/Entity:__________________________________________________

Address: ________________________________________________________________________     

Phone Number:___________________________________ Fax:____________________________

Information to be Released: Please Check all Applicable to Release

                    All Medical Records to include:  Medical Records, Dental Record, Immunization                                        
                     Record, Mental Health Record, HIV Status, Substance Abuse.

                     Dates of Service: From:_______________________To:________________________

                      Other: Please Specify:___________________________________________________

Purpose of Medical Record Request: 
[bookmark: _GoBack]	   Changing Doctors        Moving	    Continuation of Care         Personal Use           Other______

I understand that this Authorization is effective for a period of 90days from the date of signature, unless otherwise specified below.  No time frame may exceed one year from the date of signature.  I understand that I have the right to revoke this authorization at any time by sending a written request to the entity / person I authorized above to release the information.
If applicable, specify other expiration date / event here: _________________________________________________

Signature of Patient:________________________________________Date:________________________

Signature of Parent/Guardian:________________________________Relationship:__________________

					Verification of Information Released

Name and Title of Person Who Released this Request:_____________________________________________
How was the Request Transferred?
Sent by Mail on Date:__________________________Certified?(certification #)_________________________
Faxed to: (number):____________________________on (date):_____________________________________
Picked up by: (name):__________________________ on (date):_____________________________________
Verification of identification performed:      Yes           No                                                                    Revised 1/11/2018	                               
image1.emf

