SULLIVAN CENTRE FOR PLASTIC AND RECONSTRUCTIVE SURGERY

AUTHORIZATION FOR DISCLOSURE/RELEASE 

OF MEDICAL RECORDS
PATIENT NAME________________________________________________________

ADDRESS______________________________________________________________

PHONE NUMBER________________________DATE OF BIRTH_______________

The undersigned hereby authorizes and requests FROM:


DR.__________________________________________________

To provide TO:


NAME___________________________________________________________


ADDRESS________________________________________________________


CITY_________________________STATE____________ZIP______________

ACCESS TO MY MEDICAL/HOSPITAL RECORDS FOR THE PURPOSE OF REVIEW AND EXAMINATION AND FURTHER AUTHORIZES AND REQUESTS THAT YOU PROVIDE SUCH COPIES AS MAY BE REQUESTED.

THIS AUTHORIZATION IS SUBJECT TO SUCH LIMITATIONS AS LISTED BELOW:

· HIV Test Results MAY/MAY NOT be disclosed (Circle One)

· Drug or Alcohol Assessment or Treatment, if applicable MAY/MAY NOT be disclosed (Circle One)
· Confined to records regarding admission and treatment for the following medical condition or injury__________________________________________

_________________________________________________________________

· Covering records for the period from______________to__________________

· Other:____________________________________________________________

_____________________________________________
________________________

Signature (relationship of Minor)



Date

PLEASE NOTE: AUTHORIZATION EXPIRES IN 60 DAYS UNLESS OTHERWISE NOTED.  A DUPLICATE OF THIE AUTHORIZATION SHALL BE VALID FOR ALL PURPOSES.  THIS AUTHORIZATION IS SUBJECT TO REVOCATION AT ANY TIME.  THE INFORMATION RELEASED MAY BE SUBJECT TO REDISCLOSURE BY THE RECIPIENT; THEREFORE, THE SULLIVAN CENTRE CAN NO LONGER GUARANTEE PROTECTION BY THE HIPPA REGULATION.
