[ Requesting Medical Records

Authorization to Release or Obtain Health information

Piease complete the entire form,

Patient Name Reguest Damw

Adoress Oate of Birth

Cty/StatefZp Last four digits of Sodal Security rumber
E-mad ACKess Bhone

1 request that nry Protected Heakth Information (PHI) from Daughters of Charity Health Certers be disclosed to:

Redpient’'s Name Retationship

Address Telephone Number

City/S@te/Zip Fax Number

Disclosure Format ] Mail OFax 0O Other (Plaase specify):

The Purpose of this Authorization is indicated inthe hgxfes) below.
O Further Medial Care £ Personal O Researchrelaedtreatment
O Eligibility Determination O Changing Heatthcare Provider O tLegal Investigation or Action
0 Other:

{ understand that the information in my health record may indude information relating to sexualty transmitted disease (STD),
Acquired Immunodefidenty Syndrome (AIDS), or Human Immunodeficiency Virus (HIV). it may also indude informationsbowt
behaviorat or mental health senviices and treatment of alcohal or drug abuse.

1 suthorize the release of the following protecied healthinformation:

O &ntire Record 1 Surgical reports O imrounizations
[0 Medical History, Examination, O Treatmentor Tests
reports O Prescriptions
O Hemized Bifing Recards O Other:
In compliance with state and focfaderal laws which require spedal permission to release othe rwise privileged imformation, please
elease the following records:
O Alcohot, Drug,or Substance O vocational Rehabikitation O Psychotharapy Notes
Abuse O Hiv/aDs O other _
O sexuaity Transmined Dise ases 0 Genstics

3 Meantal Hasith

Covering the period of heatthcare from: Specific Data(s): o

By signing this authorization form. | enderstand that:
Requests for copies of medical records are subjectto reproduction fees in accordance with federal /state regulations.
| hawve the right torevoke this authorization at any time. Revocation must be made inwriting and preserted or mailed to;
Daughters of Charity Health Centers Medical Records Department,
¢ Unless otherwise revoled, this authorizationwill expire 12 months from the dawe signed:
* | acknowtedge that | have fully read and understarnd this form.

Patient or Authorized Representative Signature Date
Print Name Relationship to Patient{if applicable)
For Offxce Use Only

Health information Representative Signature Date Patient Number




	00000001

