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MEDICAL RECORD RELEASE AUTHORIZATION

Patient Name___________________________ Date of Birth ___________________________

Address_____________________________________City/State/Zip_____________________

Best Phone #________________________Email Address______________________________

I hereby authorize records to be released to:
Dr. Malouf and/or Dr. Swamy     -- OR --
Name________________________________________________________________
Address______________________________________________________________
City/State/Zip_________________________________________________________
Phone#_______________________________________Fax#__________________________________

For the purpose of: _________________________________________________
Records Format:  Please indicate how you would like to receive your records.  (Subject to Fees)
______printed copies or thumb drive
______Email (not HIPAA complaint)
______secure fax (not to exceed 25 pages)
This authorization is valid for: _______Any and all medical records past and present

  ______Medical records from ____________to____________

I understand that the information in my medical record may include information relating to sexually transmitted disease, AIDS, or HIV.  It may also include information about behavioral or mental health services and treatment for alcohol and drug abuse. I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke this authorization, I must do so in writing and present my written revocation to the Custodian of Records.  I understand that the revocation will not apply to information that has already been released in response to this authorization.  I understand that the revocation will not apply to my insurance. 

I have read the information provided on this release form and do hereby acknowledge that I am familiar with and fully understand the terms and conditions of this authorization. This authorization will expire one year from the date below unless I specify an expiration date.
____________
           ___________________________________________________
Date

            Signature of Patient/Parent/Guardian or Authorized Representative
Effective as of Apr-25

