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 SEQ CHAPTER \h \r 1M E D I C A L   R E C O R D S   R E L E A S E
1330 New Hampshire Avenue NW ◊ Suite 121 ◊ Washington, DC 20036

T: (202) 463-0220 ◊ F: (202) 463-0222 ◊ www.pricemedical.com
_____________________________________________________________________

Patient Information:
_____________________________________________________________________

PRINT Name of Patient                                                      Date of Birth               
Information to be released from:
_____________________________________________________________________

Name of designated Facility or Provider
_____________________________________________________________________

Address
_____________________________________________________________________

Phone                                                                               Fax
IF RECORDS EXCEED 50 PAGES PLEASE MAIL 

Purpose of disclosure:
The purpose of this disclosure is for the completeness and accuracy of my medical history.

Information to be released:
I authorize release of all medical records held by the above named facility or provider.  Such information is to include history and physical, results of diagnostic testing, operative, therapy and procedure records, and discharge summaries.

I understand that my specific consent is required to release information on diagnosis/treatment of the following.  I have given my consent by initialing next to each category:

_______ HIV/AIDS (initial)



______ Sexually Transmitted Diseases (initial) 
_______ Psychiatric disorders/mental health (initial)
______ Drug/alcohol use (initial)
Patient rights:

I understand that I do not have to sign this authorization in order to obtain health care treatment.  I may revoke this authorization in writing by following the process detailed in the Price Medical Privacy Notice.  I understand that once the health information I have authorized to be disclosed reaches Price Medical, Price Medical may re-disclose it at which time it may no longer be protected under privacy laws.

Authorization:
I hereby authorize that a photocopy or facsimile of this request shall be considered as valid as the original.

I understand that this authorization will expire 90 days from the date signed (unless revoked earlier by me in writing) and cannot be withdrawn after the disclosure.

______________________________________________________________________

Signature of Patient                                                                                                   Date signed
