Release of medical information
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
Carefully read and review all information below, incomplete information will REQUIRE another submittal
Patient’s Name: ________________________________________________      Date of Birth: _____________
Purpose for release (MUST CHECK ONE):     TRANSFER OUT OF PRACTICE
______
OTHER (SPECIFY)_________
RELEASE THE FOLLOWING INFORMATION:



METHOD OF DELIVERY:
To:
 _____________________________________


□ US Mail, regular delivery (fees apply)

Name of facility


_____________________________________




Address (including street, city, state, zip code)


______________________________________


□  Fax--PREFERRED

Phone number


Fax number
INDICATE INFORMATION TO BE RELEASED:

□
 All information regarding assessment, diagnosis, and treatment of patient condition, concern or disease (specify): 

__________________________________________________________________________________________
□
All information regarding care received by patient between the dates of _______________ and ______________









 Starting date

Ending date
□
Other information (specify): ____________________________________________________________________

READ THE INFORMATION LISTED BELOW: (you must check one option)
(   )   Pedicorp, PC will send and supply a summary of the immunization information and results from the last physical exam as well as pertinent lab reports at no cost. (SEE BOXES BELOW, if no box checked below, HIV, alcohol, psychiatric. and drug info WILL be provided)


or
(   )  a fee of $.65 per page plus postage (if applicable) will be charged for any additional records, per office policy and Connecticut State Law, (This fee is effective 2009 per Hartford County Medical Association and American Academy of Pediatrics.)  Payment is required prior to the records being copied/printed, we will contact you with pricing on number of pages to be copied along with postage pricing. (SEE BOXES BELOW, if no box checked below, HIV, alcohol, psychiatric. and drug info WILL be provided)


□ including all HIV, alcohol, psych., sexual health and drug information, regardless of source.


□ excluding all HIV, alcohol, psych., sexual health and drug information, regardless of source
If transferring out of practice, Pedicorp will be available for the next 15 days for routine medical care and an additional 15 days for emergent care, by selecting transfer out of practice I/we understand that this is voluntarily terminating my/our relationship with Pedicorp.
I HAVE READ AND UNDERSTAND THE ABOVE

Signature: ____________________________________    Date: __________________


 patient over age of 18 years or guardian, legal representative /patient age 12-17 years MUSTco-sign
Co-signature: __________________________________ Date: _____________(MUST be signed by patients age 12-17 years of age)
Name and contact phone number (printed): ___________________________________
[image: image1.emf]
For staff use only:

Transfer completed by: ________________________

(first name and last name initial)

Providers initials: _____________________________
Release of all information updated 7/10/2018 office forms labels signs

