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MEDICAL RECORD RELEASE AUTHORIZATION FORM

PATIENT NAME:___________________________________      DATE OF BIRTH:___________________ 
ADDRESS:___________________________________________________________________________ 
CITY / STATE / ZIP: ____________________________________________________________________ PHONE:___________________________________ 	SSN: _________________________________

I, the undersigned, hereby: 
· Authorize Lake Oconee Urgent & Specialty Care to release my Protected Health Information to the following person(s)/organization(s): 
Name__________________________________________________________________________ Address________________________________________________________________________
City / State / Zip__________________________________________________________________ 
Phone:__________________________________ Fax:___________________________________ 

· Authorize ______________________________________________ Fax:____________________________ 
(Primary Care Physician or Healthcare Provider) 
To release my Protected Health Information to: Lake Oconee Urgent & Specialty Care, 114 Harmony Crossing Suite 1, Eatonton, GA 31024 

Reason for Request (please check one): 

Purpose of Release: 	Continuation of Care 	  Transfer of Care      	Insurance      	Personal           
Referral to Specialist 	  Legal	  	Other: __________________ 

INFORMATION TO BE RELEASED 
 
    Office visits ___________to ___________ Specific clinician(s): _____________________________________ 
(Please specify a date range) (Otherwise, all visits with all clinicians during the period will be released) 
Lab Results ___________to ___________ Radiology Reports ___________to ___________ 
(Please specify a date range)                                                            (Please specify a date range) 
Entire Medical Record 		      Other (please be specific): _____________________________ 
Release of Information Requiring Specific Consent: The following categories of information may be included in your medical record and WILL NOT be released unless you indicate your specific authorization by initialing each appropriate category. 
_____ Abortion 			_____ Behavioral/Mental Health	 _____ HIV/AIDS Results/Treatment 
_____ Alcohol/Drug Abuse 	_____ Domestic Violence 		_____ Rape/Sexual Assault 
_____ Genetic Testing` 		_____ Sexually Transmitted Diseases

I authorize the release of copies of medical records and/or other information as noted above. 


______________________________________________________                      _______________________
Signature of Patient (or Patient Representative)				 Date 

______________________________________________________                     ________________________ 
Print Name of Patient or Representative			 		Relationship to Patient
______________________________________________________	              ________________________       Lake Oconee Urgent & Specialty Care Employee				Date
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