AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION
Please print. Must be completed in ink

Patient Name: _________________________________________________________________ 

Date of Birth: ________________    Social Security Number: ____________________________

Address: _____________________________________________________________________

Telephone: __________________    Email: __________________________________________
I authorize:  Lifespan Medical Associates to use and/or disclose my health information to:

Name: _______________________________________________________________________

Telephone: ____________________________________________________________________

Address: ______________________________________________________________________
FAX: ________________________________________________________________________
Reason for release of information:

__ Insurance  
__ Transfer of care 

__ Personal File

__ Moving out of area 

__ Specialist consult 

__ Legal 

__ Other ______________________________________________________________________
Please release the following records (check all that apply):

__ All records from last 2 years of treatment 

__ TB test results

__ Clinic notes (dates) ______________________

__ Immunizations

__ HIV test results _______ (Must initial)

__ Lab/pathology results (Specify) ___________________________________________

__ Radiology/Imaging reports (Specify type and/or date) __________________________

__ Annual gynecological visits, including all lab results (dates) _____________________

__ X-Ray Films (Charge for copies) __________________________________________

__ other information (Specify) ______________________________________________

Consent

This information is intended for use by the above named recipient only. I am aware that

the records released may contain information relating to psychiatric or psychological

testing, physical abuse, or drug and alcohol abuse. This authorization will expire exactly

one year from the date signed. I have the right to receive a copy of this

authorization. I may revoke this authorization at any time in writing. I understand that

information used or disclosed under this authorization may be subject to redisclosure by

the recipient without being further protected under the HIPAA rules. I understand that I

may be charged for copies provided. Incomplete information may cause a delay.
Patient Signature: ________________________________ Date: __________________

