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Medical Records Release Authorization form
PATIENT’S NAME _______________________________________________________________________ D.O.B. ______/______/______

PARENT/GUARDIAN______________________________________________________________________________________________

(please print) 

(relationship)

(new phone #)
To Whom It May Concern:

I hereby give ____________________________________ (name of doctor or facility) permission to release all records as
indicated
below, to _______________________________________(name of doctor or facility).  Concerning the care of the above
 
patient from dates _________________ to _________________.
These records will be released for the purpose of:

(please check all that apply)

(  Physician/Patient 
(  Attorney/Client
(  Insurance
(  Personal Use
(  Changing Practices

    Relationship

(  Traveling
(  Moving
(  Other: _________________________________________________

_____ Please initial if you wish to remain an active patient at Lakeview Pediatrics after the release of your medical records.  Please be aware that your chart will otherwise be placed in our offsite storage facility (after 30 days) and will require a fee and up to two weeks to retrieve.  
The records to be released are: 

(The following items must be specifically checked to be released)

(  HIV Records/Acquired Immune
(  Correspondence Letters

(  Entire Medical Record excluding 

     Deficiency Syndrome (AIDS) Records  
(  Laboratory Results

     mental health records, alcoholism
(  Drug Abuse Records           
    
(  Immunization Records  

     records, drug abuse records,
             
 (  Alcoholism Records


(  Hospital/Operative Notes

     and HIV / Acquired Immune Deficiency         (  Mental Health Records  
  

(  Progress Notes 


     Syndrome (AIDS) records
(  X-Ray Results







     (unless otherwise specified).

(  Other: _______________________________________________________________



   






I understand that I have the right to inspect and copy the information I have authorized to be disclosed by this authorization.  In the event I refuse to authorize the release of the above-described information, I understand that it will not be disclosed, except as provided by law.  
I understand  that the practice may not condition treatment on whether I sign this authorization, except when the provision of healthcare is solely for the purpose of creating protected health information for disclosure to a third party. 

I understand that this authorization is valid for one full year unless a written letter of termination is received.
I understand that I may revoke this authorization at any time by giving written notice to the physician of my desire to do so.  I also understand that I will not be able to revoke this authorization in cases where the physician has already relied on it to use or disclose my health information.  Written revocation must be sent to the physician’s office.  Absent such revocation, the Authorization for Release of Confidential Health Information will terminate on (date) ______/______/______.

I understand that there is a fee for these records and will pay at the time of the request.  I also understand that once the medical records are released for the purpose of switching physicians or seeking other medical care, that I am only able to receive emergent care from Lakeview Pediatrics for 30 days and I am responsible for seeking medical treatment elsewhere thereafter. 
__________________________________________________________    ______________________________    ______/______/______

                      Signature of Parent/Legal Guardian



      Relationship


         Date

Records to be sent to:  _______________________








Phone:  ___________________________________











 for office use only

received: _________  ____/____/____
paid: __________  ___/___/____ 
approved: _________  ____/____/____


  entered: _________  ____/____/____
copied: _________  ____/____/____ 
called: _________  ____/____/____

mailed: _________  ____/____/____
filed: _________  ____/____/____
storage: _________  ____/____/____

verified: new address/existing appts
_________  ____/____/____
$________/_______balance/records

