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Authorization for Release of Medical Information

from Good Faith Medical, PA to Another Provider or Facility

Patient Name:
___________________________________________________




First, Middle, Last (and maiden or former name if applicable)
Date of Birth:
  ______________  
 or 
 Social Security Number:  ______________    
I hereby authorize and request Good Faith Medical, PA to release copies of my medical record or protected health information to:

____Patient named above (or Family Member:  _____________________________________ )

 or

____Health Care Provider or Facility:  _____________________________________________

   
Address: 
_____________________________

Phone: ________________  




_____________________________

Fax:   
________________




_____________________________



Please release the following specific information (if available):




___________________________________________________________________________
___________________________________________________________________________
For the purpose of:

___ continuity and coordination of medical care  

___ transfer of primary medical care  

___ personal record

___ other  __________________________________________________________________
I understand that I have the right to revoke this authorization at any time by sending written notice to Good Faith Medical, PA. This authorization will automatically expire 90 days from the date signed below.  I understand the information released above may contain information regarding the assessment, diagnosis and treatment of HIV, AIDS, and alcohol or other substance abuse.  This authorization releases the sender from all legal responsibility or liability that may result from the release of my medical records.  This information may also be subject to redisclosure by the recipient in accordance with the guidelines contained in the “Notice of Privacy Policies and Practices for Good Faith Medical, PA.” 
I understand that my medical record may contain reports, test results, and notes that only a physician can interpret.  I understand and have been advised that I should contact my physician regarding the entries made in my medical record to prevent my misunderstanding of the information contained in these entries.  I will not hold Good Faith Medical, PA liable for any misinterpretation of the information in my medical record as a result of not consulting my physician for the correct interpretation.
I understand Good Faith Medical, PA applies state limited charges for the cost of supplies and labor for paper copies, electronic media, and additional charges for postage if the copied records are to be mailed.  I understand that the release of my copied medical record information will be held until the appropriate charges have been paid and this request for release has been reviewed and approved by Good Faith Medical, PA’s privacy official.
________________________________
__________
___________________________
___________________

Signature of Patient (or Representative)
Date

(Printed Name of Representative) 
(Relationship to Patient)

Approval for release:      yes
no
Notes:___________________________________________________

________________________________
__________ 


      Records released: 
__________
Signature of Privacy Official

Date




     

Date



























