[image: image1.jpg]ALPINER

Y

EAR. NOSE & THROAT. P.C.





Consent for Release of Medical Records

I, ________________________________, hereby authorize the staff of Alpine ENT, PC to disclose the following health information that pertains to:

Patient Name:__________________________ Date of Birth:__________________________

Today’s Date: __________________________ Patient Phone #:  ______________________

***__________________________________________________


Signature of patient or legal representative

I request that Alpine ENT send my medical records to the following location with the understanding that I have requested the disclosure of my health information.

Please including the following:

❏ Physician or provider notes including audiology records and tests.
❏ Allergy Testing & Treatment, Radiology, Lab and/or Pathology Reports

❏Operative Reports           ❏ Billing Information         ❏Other:_________________________________
Purpose: ___Transfer of care       ___other ____________________

These records are to be:    ❏ Picked Up

❏ Mailed

❏ Faxed 
Please select one or more of the following:


___ Send the records to:  (please include name, address, phone and fax if applicable.)

__________________________________              

__________________________________

__________________________________

__________________________________
When your records are ready for delivery or pickup, we will contact you about the fee for your records. Our fee for medical records is a 
My Rights:

· A fee may be charged for providing the protected health information. 

· I have a right to receive a copy of this form upon request. 

· I understand I do not have to sign this authorization in order to get health care benefits (treatment, payment, or enrollment).  However, I do have to sign an authorization form:

*To take part in a research study. Or

*To receive health care when the purpose is to create health information for a third party.

· I understand this authorization will expire one year after signing.

I may revoke this authorization in writing.  If I do, it will not affect any actions already taken by the above names practice based upon this authorization.  I may not be able to revoke this authorization if its purpose was to obtain insurance.  Two ways to revoke this authorization are:


*Fill out revocation form. This form is available in the office.  Or *Write a letter to the office.

· This is a full release including information related to behavioral/mental health, drug and alcohol abuse treatment (in compliance with 42 CFR Part 2), genetics, HIV/AIDS, and other sexually transmitted diseases. 

· Once the office discloses health information, the person or organization that receives it may re-disclose it and privacy laws may no longer protect it.
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