AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION

I AUTHORIZE GRACE OBGYN TO: SEND/RECEIVE INFORMATION

FROM THE MEDICAL RECORD OF:

PATIENTS NAME _____________________________ DOB _______________________

PATIENTS ADDRESS ______________________________________________________

PHONE NUMBER _________________________________________________________

THESE RECORDS WILL BE:  SEND TO / RECEIVED FROM

NAME OF PERSON OR FACILITY __________________________________________

PHONE NUMBER _________________________ FAX NUMBER _________________

ADDRESS ______________________________________________________________

RECORDS TO BE SENT BY MAIL _______ PATIENT TO PICK UP _______ FAXED _______

MY ENTIRE MEDICAL RECORDS (NOTE: THIS REQUIRES AN EXPLANATION WHY THE ENTIRE RECORD MAY BE DISCLOSED) ____________________________________________ 

_______________________________________________________________________________ 

MEDICAL DATA OR INFORMATION AS RELATED TO ________________________________

OTHER ________________________________________________________________________

This authorization shall expire on _________________________ after this date, it can no longer be used to disclose my protected health information without obtaining a new authorization form.  I understand the information released is for the specific purpose above and may not be provided in whole or in part to any other agency, organization, or person.  I understand records from other health care providers will not be released.  I may revoke this authorization in writing at any time.  I understand that Grace OBGYN, PA has 30 days from the date of my revocation to update the revocation in their system.  This authorization expires one (1) year from the date of my signature.  With respect to any obstetrics or gynecological information contained in the medical records, I hereby waive my/the patients right to privileges of confidentiality.  Grace OGBYN, PA may impose a fee to cover the cost of labor, copying, postage and preparing a summary of the requested information.  Grace OBGYN, PA will act on this request within thirty (30) days of receipt or within sixty (60) days if the requested information is not maintained or accessible to Grace OBGYN, PA on site.

__________________________________________________________________________________ 

PATIENT'S SIGNATURE 



DATE


WITNESS SIGNATURE

Grace OBGYN, PA  2 Yorkshire Street, Asheville, NC 28803

828.252.1050 phone   828.253.0457 fax

