
Meade Courty
Pedia,trics

tr AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

I HEREEY REqUESTA COPY OF THE FOTTOWING PATIENT'S MEDICAL RECORD:

*

Full Narhe of Patient:

Maiden Name/Alias:

Patient's Birth Date: Socialsecurity Number:

INFORMATION REQUESTED ( X ): ( ) Complete Medical Record

'lfonlya portion of the m€di€al.ecord is required pleas€specify:

I FORMATION REQUEmD FROMI

( ) Portion of Medical Record*

Provider/Facili

Street Address

City/State/Zip

Name/Facility:

Street Address

city/State/zip:

Fax Numberl

THE ABOVE RECORD IS TO BE REIEASTD TO:

Fax Number

THE RECORD IS REQUESTIO FOR THE FOTLOW|NG REASOI{ ( X ) :

( ) Continued Medical Care ( ) New Primary Care Physician

( ) Pe.sonal lnterest ( ) teSal Purposes

{ ) lnsurance Purposes

( )other (specify)_
The authorization must be signed and dated and may be revoked by notifying Meade County Pediatrics mentioned above in writing at any time
exceptto the extent action has been taken priorto revocation. This consent willexpire 90 days after the date below or sooner by my choice, in
which case this consent will expire on the date or event _. Such expiration date or event has not occurred.

REQU€STfOR RECOROCOPY RETEASE WtLt- SE HAi{DLED ON A FTRSTCOME, FTRSTSERVE BAS|S.

()KentuckyLawdirectshealthcareproviderstofurnishtoapatient,atthepatient'srequest,onefreecopyofthepatient'sMedicalRecord.
Frce copies exclude copies ol xroy films, videotopes or color photoqrophs ond o seporote fee willbe ostessed il these items ore requested-

( )Additional requestsforcopieswill becharged a rate oIS1.00 perpage.

I understand that the medical record released pursuant to this authorization could contain information concernanS drug related conditions,
alcoholism, psycholoSacal conditions, psychiatric conditions, and/or blood borne infectious disease, which are subject to federal and/or state
restridions on disclosure. I understand that ifthe person or entity that receives the information is not a health care provider or health plan
covered by Iederal privacy regulations, the information described above may be re,disclosed and no longer protected by these regulations. I

hereby aftirm that I have read and fully understand the above statements and consent to the disclosure of the medical record for the purpose
and extent stated above.

PRoHIBIIION OI{ RE-DISCLoSURE: This information has been disclosed to you from records whose confidentiality is protected by federal
and/orstate law. Federaland state regulations prohibit you (the recipient)from making anyfurther disclosLrre without the specific written
consent ofthe person to whom it pertains, or as otherwise permitted by such re8ulations. A genelalauthorization forthe release of medicalor
other intormation is NOT sufficient forthis purpose.

Slgnature: Date
Patlent, Parent or L€gally Arthoria"d R"pr".ffi
Soclal Security Numbe Phone Number

FOR INTERNAI- OFFICE USE OflLY:

Date Authorization Received

Name of Person Sending Records

Date Records Sent


