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Autharization for the Release Of Medical Records

Which location or doctor are records coming from?
Location/Doctor's Name:

Tell us about the patient.

Namra: DOB; SEM, XX-XE
Ermail:

Address:

City: Stata: Tifs

Phohed; Faxf;

Where are we sending the records?

Marne:

Zmail:

Adldress:

City: Si_ale: Zip: -
Fhone#: Faxd:

What would you like releassd?
Specific Categories

J All Records o Office/Clinic Nates o Hospital/ER Records C Urgent Care Records
a LabyfPathology Results n Radiology Reports o Operative Repaorts 0 Immunization Recards
O Dates to 1 Other

W you do rot want cerla n pertions of your inedical recerds releasec, pesse chedk e Lateguries listed beluw you would like eockden
O Substance Abuse, if any O AIDS/HIVASTDs, Tany 3 Psychological/Psychiatic conditiors, i* any
Why are we sending the records?

Purpose of Disclosure
n Persanal Use r LitigationfLegal O Insurance c Transfer of Care/Continuation of Care

Heow would you like the records sent?
Delivery Method®

Email O Fax O Postage O
Patient's Signature
1 hereby autherize MediCopy and (s affiliates to re case or disclose to the persen(s; and/or organizasion listed above, all medica| recoras
requésted, including any spezially protected records such as those relating to psvchological or psych' st impabmrents, drug sbuse, alcohclism,
sickle cell anemia or HIY infection, wess otheneise nared Tris authorization s walid ‘or 17 marths from tae date of signature, T understand that
I rray cancel this recuest with wriller nolficat oo bl (hal i will aet alfect amy indeomation eebeased prior b notificasien cancellation, |
understand tat the information used o disclosed may be subject to me-disciosure by the recicient or this rezJest srd will no longer be
protected by fedesa. regulalimr
Patiert's 5 gnaliae: Jate.

Redationship to patient:

Me<ICopy Sarvices, Inc.— B City B'vd, 5te 400 = Nashville, TN 3720% - P: 866-587-62T4 F: 615.780-9866



