
I Reguesting Medical Records

Authorization to Release or Obtain Health Information

Ple8le complete the entire form
~tient Name Aequen Dall!

.dd<"" Oite of Birth

atvlStat2/Z4) last four digits of SOCial seOJt'ity number

E.mai AddrltSS Phone

I request that my Protected Kealth Information (PHil from D~&hters of Charity Health Centers be disdoS!!d to:
~s ~me Aebtionship

.dd< ••• Telephone Number

ertv/SU'bf/Zip FilXNumblir

OF"" o Other (Please specify}: _

o Research rel.nedtrNtmento lecallnvestiuation or Action

The Purpose ofthisAuthorization isincieated inthl!~ below.
o Further Medical Care 0 Personal
o 8ilibility Determinnion 0 ChanJina Hulttrare PrcMdero Other: _

I understand that theinformation in my health remrd may indLde information relating to 5e)IUa!tytransmitted disease (STO)..
Acquired ImfTIJnodefidenq Syndrome (AIDS),or HlInan Irmn,nodeficierry Virus (HIV). tt may also indLde information about
behaviorilt or mental health seni~s and treatrre"lt of almhol or drug abuse.

o Immunizations
I ~a the re~ of thefolowW1gprott!'eW!dhealthiniDrmation:
o Entire Record 0 Surgicillreports
o Medical History, Examination. 0 Treatment or Tests

reports 0 Prescriptions
o Itemized Billirc R@cords 0 Other: __ . . . . _

o Psychotherapt Noteso Ot:her _
o VocatiOn.il1R~habilitation
o HIV/AlDS
o Genetics

In c.ompr.ancewithst.e -.d/orl~l2r"~ &ailsW'hic:h ,.~i",speu permission to ",II!~ ot~rwise prirri~ information.. r'eH!
~ thI!! foilDwirw r"emrds:
o Alcohol, Dru&.or Substance

Abuse
o Sexually Transmitted Diseases
o ~nul~atth

Covel"in&the' period ofhe'althcarefrom: Specific Dilte(s): tD _

BysienincthisauthoriDtion form.Ilmderst~ tflll:
• Requests for copies of medCilI records are subject to r@J)roduaionfeesinaccordanawithfederai/starR rllJCUlations.
• I have the rilht to revoke this authorization on anytime. Re'tlOcaticn mustbe madlt inwriti'1l and presetW:ed or maijedto:

O~&hters of C~rjty Health Centers Medt:ill Records Dep.artment. _
• Unlessotherwisl!' revolecl. thisauthcrizationwil expire 12monthsfrom the dati! sicned: '
• I acknowtec:te tNt IMYe fuly rNd and urdwstard this form.

P;rtient or Authonzl!d RltprwSQfltatiVitSicnatu~ Dot.
Print Name Relationship to Patient(if applicable)

Health Information R~presentative Sil"ature P~ient Number


	00000001

