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CONSENT FOR RELEASE OF MEDICAL RECORDS
Patient’s Name: __________________________

Date of Birth: _______________________
Address: ________________________________

Social Security #_____________________
________________________________________

I hereby authorize______________________________ (Name of Organization) to release the following medical information to______________________________________________(Name of Organization)
___Entire Record
___Progress Notes



___EKG’s

___Consult Notes

___History & Physical
___Discharge Summary
___Lab reports

___X-Ray Reports


___ER Notes
Dates of treatment:
From___________________________to________________________
Purpose or need for information being requested:
___Medical Treatment

___Legal Proceedings

___Insurance Claim

Other (specify)_________________________________________________________________________
If the information to be released pertains to alcohol or drug abuse, I understand the confidentiality of the information is protected by federal law (42 CFR, Part 2).  I do understand that my records may contain information regarding the diagnosis of HIV, AIDS, and other sexually transmitted diseases, drug abuse, alcohol use, or psychiatric treatment.

Unless stated otherwise, this authorization will expire in ninety (90) days.
___________________________________


________________________

Patient Signature





Witness

___________________________________


________________________
Date







Date
___________________________________

Parent or Legal Guardian

___________________________________

Relationship
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