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Pl€as€ complete the following information

I hereby authorize:

Of (Address)

Release of Mcdical Rccords and

Authorizatior for Use or Disclorure of protected Health Information

Patient Namc:

Address:

Phone;

SSN: Date ofBirth: / /

of (Address)

to disclose my records to

All records Lab/pathologi X-ray/radiolog/ Billing Cardiac/EKc

Other

The purpose for disclosing the above information is indicated by circling one below:

Continuing care Relocation Insurance Legal Other:

I understand that I have no obligation to disclose information fiom my record and that I may revoke this authorizalion by submifting a r€quest in
writing along with a c.py ofthis folm to the medical records departnent ofthis offce. I undentand that 8ny action alrcady tak€n prior to
revoking my authotizalion camot be Eversed and my rcvocation will not aff€ct thos€ actions_

I understaod tlat iflh€ orgatization authorizcd to r€c€ive the info.malion is not a h€alth plan or health care provideq the information may be re-
disclosed and no longer bc pro&ct€d by federal privacy regulations.

Plgase note, if$esc records contain any information ebout HIV/AIDS status, canc€r diagnosis, drug/alcohol abuse, or sexually hansmitted
disease, you hercby authorizc disclosure ofthis information

This authorizfiion shall expin 12 months fiom the dat€ at which it was filled out and signed.

My signature acknowledges lhat I have read and understand the oont€nts ofthis authorization and voluntarily cons€nt to the r€lease of
information as stdcd.

Prinl plientsJull ,mne Sigaarre oJ Patieny'Legal guardian Date

Note: EOPCC d9E!!9! accept faxcd or hand delivered medical records. All r€cords must be sent Aom requcsted physician's
omce to be accepted for consideration.

This authorization will not be valid unless completely filled out in its entirety.


