AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

PATIENT’S NAME

____________________________________

DATE OF BIRTH

____________________________________

SOCIAL SECURITY #

____________________________________

FEDERAL REGULATIONS DEMAND THAT THIS OFFICE (JACKSON EAR CLINIC) BE FURNISHED BY THE PATIENT THE NAME TO WHOM MEDICAL INFORMATION FROM THE ABOVE NAMED PATIENT’S MEDICAL RECORDS IS TO BE RELEASED.

MEDICAL INFORMATION FROM A PATIENT’S RECORD CAN NO LONGER BE RELEASED EITHER WRITTEN OR VOCALLY WITHOUT THE PROPER SIGNED AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION FROM A PATIENT’S RECORDS.

INFORMATION TO BE RELEASED TO DESIGNATED PERSON/PERSONS:  (CHECK ONE)


_____ ANY OR ALL INFORMATION FROM MEDICAL RECORDS


_____ INFORMATION FROM MEDICAL RECORDS FOR THE DATE OF

_____________________ ONLY.

PLEASE INDICATE BELOW THE PERSON/PERSONS TO WHOM YOU AUTHORIZE RELEASE OF MEDICAL INFORMATION FROM THE RECORDS OF THE PATIENT NAMED ABOVE.

PHYSICIAN = NAME


____________________________________

PHYSICIAN = NAME


____________________________________

SPOUSE = NAME


____________________________________

FATHER = NAME


____________________________________

MOTHER = NAME


____________________________________

CHILDREN = NAME


____________________________________

BROTHER = NAME


____________________________________

SISTER = NAME


____________________________________

OTHER = NAME; RELATIONSHIP
____________________________________

AUTHORIZED SIGNATURE _______________________________ DATE _________




       (PATIENT, PARENT, OR LEGAL GUARDIAN)

