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Medical Records Release Purpose: Use and Disclosure for TRANSFER or CONTINUED CARE

Patient's Name Please Print Date of Birth

| understand when my information is used or disclosed pursuant to this authorization; it may be subject to re-
disclosure by the recipient and may no longer be protected by the Federal Health Information Portability and
Accountability Act (HIPAA) Privacy Rule. | do not have to sign this authorization in order to receive treatment from
this practice. In fact, | have the right to refuse to sign this authorization unless my treatment is for research purposes
or to determine benefits or employment status.

TO FROM Bayside Family & Sports Medicine
2325 Summit Park Dr Suite 3 Petoskey MI 49770
Phone: 231.439.5100 Fax: 231.439.0589

TO FROM

Provider Facility

Address

Telephone Fax
***New Patients: We ask your former medical facility to provide the following 12 items***

U General Medical Records U All Colonoscopy w/ Pathology
Last 2 years of service at your facility 0 EKG / EMG / EEG Report

Q All Cardiovascular Testing Q Operative Report

Q Laboratory Studies - Last 2 years ONLY 0 Emergency / Urgent Care Report

U Current Medication List 0 Mammography

Q X-ray / Radiology / Bone Density Past 2 mammograms & any abnormal results
O Immunizations U Other

Q4 All Pathology Records (Including Paps)

| authorize the release of the requested medical information: SUBMIT DISC or FAX 231.439.0589
I must check one or more of the following types of health information which | DO NOT WISH
RELEASED. | understand if | do NOT check any of the 3 following items, the health information
released to the above named Recipient may include any of the following.

U Diagnosis, evaluation and/or treatment for alcohol and/or drug abuse
U Records of HTLV-III or HIV testing (AIDS test) result, diagnosis and/or treatment

O Psychiatric, psychological records for mental, physical and/or emotional iliness including
narrative summary, test, social work assessment, medication, psychiatric examination,
progress notes, consultations, treatment plans, and/or evaluation.

| have the right to revoke this authorization in writing except to the extent the practice has acted in reliance
upon this authorization. My written revocation must be submitted to the Privacy Officer at: Bayside Family &
Sports Medicine. This information may not be used for any other purpose or released to any other person(s)
without my written consent. This release is effective for one (1) year from the date of execution.

Signature of Patient or Legal Guardian Date



