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AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
***Please mail to clinic address or fax to one of our fax number above*** 
DO NOT MAIL CD

Please read all information and instructions before completing and signing the authorization form.

Patient’s Name: ____________________________________________________________   DOB:____________
(Please Print)                LAST				FIRST		        	MI

	INFORMATION TO BE RELEASED BY:
	INFORMATION TO BE RELEASED TO:

	REQUEST MUST HAVE COMPLETE ADDRESS OR FAX NUMBER

___________________________________________________
Organization/Person Name
___________________________________________________
Street Address                                                             City, State, Zip
___________________________________________________
Phone #                                                         Fax #

	REQUEST MUST HAVE COMPLETE ADDRESS OR FAX NUMBER

_______________________________________________________
Organization/Person Name
_______________________________________________________
Street Address                                                              City, State, Zip
_______________________________________________________
Phone #                                                         Fax #




TYPE OF MEDICAL INFORMATION REQUESTED:
· Complete medical records
· Labs
· H & P Progress Notes
· Immunizations
· Other: ____________________________
PLEASE INCLUDE MEDICAL RECORDS PERTAINING TO: (initial requested area): 
· Emotional Mental Health / Psychiatric Condition
· HIV /AIDS/ STD’s
· Drug / Alcohol / Substance Abuse
REASON FOR REQUEST: 
 Personal  	 Moving to new area 	 Moving to closer clinic  	 Patient has outgrown pediatrics age  	
 Transferring Care to a new Pediatrician due to:
            	  Medical Care of child(ren)
  Wait time in office
  Difficulty Scheduling appointment 
  Interaction with office staff

I hereby consent to the release of the specified information relating to diagnosis, testing, or treatment to the person or entity names above. I understand that such information cannot be released without my informed consent. I acknowledge I have fully reviewed and understand the contents of this authorization form. My signature below indicated that I hereby agree to and authorize the release of patient health information to the above-named person or organization. You have the right to revoke or cancel this authorization, in writing at any time

THERE MAY BE A CHARGE FOR COPIES OF YOUR MEDICAL RECORDS UNLESS YOUR COPIES ARE BEING SENT TO ANOTHER PHYSICIAN OR HEALTHCARE FACILITY.

Parent or Legal Guardian Name: _______________________________________	
Parent or Legal Guardian Signature: _____________________________________ Date: ___________________
Relationship to patient, if other than patient ___________________________
(You may be required to provide legal documentation as proof for power of attorney or guardianship)
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