AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

{PRINT }ﬁ)aiient’s full name) _ Birth date(MofDdyt’Y r).

{Street address) | = Social séi:_i;ﬁty nurﬁbé}

(City, state, zip code) ' B ' Pﬁoﬁe (Home)

At the request of the individual, 1 - ' _. (Patient’s Name or Parent Name if patient is under 18__) -
do hereby authorize . ' _ — — ' {Name t.af'Fac'i'ﬁty') to release:

RECORDS ARE REQUESTED FOR THE FOLLOWING DATES/TIME PERIOD: R
DISCHARGE SUMMARY PATHOLOGY REPORTS . EMERGENCY REPORTS

HISTORY & ?HYS}CAL LABORATORY REPORTS _ALL RECORDS
PROGRESS NOTES RADIOLOGY REPORTS LAST 2 YEARSONLY
OPERATIVE NOTES _ ECG/EEG/CARDIC CATH . OTHER (Be specific)
1do TdeNOT  authorize reledse of information rd&{ed (o AIDS (Acquired Immunodeﬁmency

Syndrome) or HIV (I'iuman Immunodefi iciency Virus) Infection, psychiatric care -
‘and/for. psvahoiog;cal assessment and treatment, for alcohot and/or drug abuse.

INFORMATION RELEASE TO:

Name of COmp’;_x_ny’/AgeﬂcylFaciﬁty!PerSQn

Street address

. T . S Cfi_fy; staté_,"zii)
PURPOSE OF DISCLOSURE: ' '

- REFERRAL TO SPECIALIST INSURANCE ____ WORKERSCOMP __. LEAVING PRACTICE
= LEGAL INVESTIGATION oo DISABILITY DETERMINATION - PERSONAL R};LOC&TINC
OTHER (SPECH‘Y) BTSNy L SRR N .
Please provide current DAYTIME telephone number in the event we need to contact you: (____)

Lhereby authotize disclosure of the health information for the above named patient. This au!h(mmh{m is valid for 12 months from the date of signature.
I understand that 1 may cancel this request with written noishutma but that it will niot affect any mfﬂrmanon released prior to notification of
cancellation. | understand that the information used or disclosed may bé subject (0 re-disclasure by the person or ¢lass of persons or facility reciving i,
and would then no longer be protected by Federal regulntions. T undersiand that the mcdxul pruvlder to whaom this authorization is fumwhﬂd may not
condition its treatment of me o whether or not {'sign the authorization.

ngnature of mdwndual or guardlan or | Date :
Personal Repre‘;entatlve Of patxent’s estate {Povﬂer of Attar:ae} must bé on ﬁle thh ol'ﬁce or ucwmpanymg this request.).

NOTE: There will be a charﬂe for a personal copy or the permanent transfer of your records. Maryland
State Rates apply as pages 1-35 = $0.73 each page, pages 36 and above = $.20 each page, plus first class

postage and a preparation fee of no more than $22.18. RECORDS WILL BE MAILED OR FAXED
ONCE PAYMENT HAS BEEN RECEIVED.

Please allow at least 7-10 business days for records to be processed once payment is received.

Office Use Only : Prep fee =

# pgs 1-35 X$0.73= Date completed
# pgs 36 & up X $0.20= Initials
Postage = ' Payment collected: Cash/Ch/CC

TOTAL = Total collected:




