 (
Family First Primary Care
“Guiding Your Family to a Healthier Future”
)

	Name:                                                                  	
	Date:

	
	

	[bookmark: _GoBack]Section A: Patient authorizing Family First Primary Care to receive information:

	First Name:__________________________  Last Name: ________________________   Middle Initial:_______
Previous Name (if applicable):__________________________________________________________________
Street Address: __________________________________________________ Date of Birth:________________ 
City/State/Zip: ______________________________________________Telephone: ______________________  
Social Security Number: __________________________

	Section B: Physician or Facility from whom medical records are requested:

	Physician or Hospital Name: ___________________________________________________________________
Name of Practice (if applicable): ________________________________________________________________
Street Address: _____________________________________________________________________________
City/State/Zip: ______________________________________________________________________________
Telephone: _______________________________      Fax: ___________________________________________

	Section C: Person/Organization authorized to receive the information:

	Physician or Hospital Name: ___________________________________________________________________
Name of Practice (if applicable):  _______________________________________________________________
StreetAddress:______________________________________________________________________________
City/State/Zip: ______________________________________________________________________________
Telephone:___________________________________    Fax:   _______________________________________

	Section D: Expiration of Authorization

	This authorization will expire on the following date, event or condition: ____________________________ (PRINT DATE). 
If I fail to specify an expiration event or condition, the authorization will expire in one year. I understand that this authorization is revocable upon written notice to the office where the original authorization is retained. Mental health, alcohol, drug, HIV and or AIDS information is confidentially protected by Federal and State Law which prohibits disclosure without specific written authorization of the undersigned, or as otherwise permitted by such regulations. I further request that no genetic counseling/testing information in my record be released without my written authorization, except as otherwise required by law. I understand that I may select the information from the list below to be released by placing my initials in the space provided. Furthermore, I understand that any disclosure of information from my records carries with it the potential for unauthorized re-disclosure of my health information. I further understand that Family First Primary Care P.A., may not condition the provision of treatment, payment, enrollment in the health plan, or eligibility for benefits on the provision of this authorization.

	Section E: Information to be Released/Disclosed

	Date(s) of Service: From: __________________________ To: ___________________________
Place your INITIALS by each item to be released:
____ Complete Record         ____ Diagnostic Test _____________           ____ Pathology/Operative Reports
____ Radiology Only            ____ Consultation/Progress Note(s)              ____ Lab Only
____ Other _________________
In addition, place your INITIALS by each specific item (if applicable):
____ Mental Health                 ____ HIV Testing                                      ____ Genetic Counseling/Testing Information
____ AIDS Information          ____STD/Communicable Disease             ____ Drug and/or Alcohol  


	Section F: Signature  

	By signing this agreement, I acknowledge that I have carefully read, understand and agree to the above terms and conditions.

	
	
	

	Signature
	
	Date (mm/dd/yyyy)


	Signature of Witness
	
	Date (mm/dd/yyyy)







1075 Oakleaf Plantation Parkway 	•Suite 108 •Orange Park •FL •32065
Phone: 904-282-4565	Fax: 904-282-4225	familyfirstprimarycare.com
Privileged and Confidential:  The information contained in these documents are regulated by the Health Insurance Portability and Accountability Act.
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