[image: image1.png]


KIDS DOC PEDIATRICS
TO RECEIVE RECORDS


AUTHORIZATION FOR RELEASE OF PATIENT INFORMATION 

AND MEDICAL RECORD

I hereby request and authorize ____________________________________________

____________________________________________________________________

to use and disclose a copy of the specific health and medical information described below regarding:  

__________________________________



______________

Patient Name






        DOB

Consisting of:
________ All medical record information
________ Immunizations Records



________ Summary of office visits
              ________ Most recent visit and physical


________ Growth Chart and Problem List    ________ Laboratory/Radiology Reports

              ________ Prenatal medical records                ________ Other (specify)





                                           ____________________

Recipient: 
Kids Doc Pediatrics



6400 West Newberry Road – Suite 109


(North Florida Regional Medical Center – Medical Arts Building)



Gainesville, FL 32605
DOB

Imm unization_ Other (Speci_

D

609 5TH STREET LIVE OAK, FL 32064 (386)364-8050


(386)364-7068 Fax

0 14861 NW HWY 441


ALACHUA, FL 3261:


(386)462-1911


(386)462-1943 Fax

Class of recipient: Medical office

For the purpose of: ______________________________________________________________________

All information I hereby authorize to be obtained from this AGENCY will be held strictly confidential and cannot be released by the RECIPIENT without my written consent and in accordance to HIPAA privacy regulations. If we are requesting this authorization from you for our own use and disclosure or to allow another health care provider or health plan to disclose information to us:

· We cannot condition our provision of services or treatment to you on the receipt of this signed authorization:

·  You may inspect a copy of the protected health information to be used or disclosed;

· You may refuse to sign this authorization; and

· We must provide you with a copy of the signed authorization.

You have the right to revoke this Authorization at any time, provided that you do so in writing and except to the extent that we have already used or disclosed the information in reliance on this Authorization. Unless revoked earlier or otherwise indicated, this authorization will expire 180 days from the date of signing or shall remain in effect for the period reasonably needed to request. HIV/SUBSTANCE ABUSE INFORMATION WILL NOT BE RELEASED WITHOUT A SPECIAL SUBSEQUENT WRITTEN RELEASE. I have reviewed and understand this authorization. I also understand that the information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer be protected under federal law.

 _____________________________________

______________

         Signature of Patient/Parent/Guardian


          Date

______________________________________
 
__________________________________

     Printed Name of Patient/Parent/Guardian

        Relationship to Patient or Legal Authority                                                                
                                                                                    (supporting legal documentation) 

__________________________________________________________________________________________________

Kids Doc Pediatrics (  6400 West Newberry Road   ( Suite 109      

      (North Florida Regional Medical Center – Medical Arts Building) 

(Gainesville, FL 32605

( (352) 332-4400 (Phone) ( (352) 332-0086 (Fax)
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