AUTHORIZATION TO RELEASE PATIENT RECORDS


I, ____________________________________________________________________, hereby authorize

_________________________________________________________________________________________

Person/Organization Releasing Information

_________________________________________________________________________________________






Address

to disclose records and information obtained in the course of my/my child’s diagnosis or treatment at this facility to:

Child & Adolescent Psychiatry

Madigan Army Medical Center

ATTN:  MCHJ-PS

Tacoma, WA  98431-1100

PHONE:  (253) 968-6880
FAX:    (253) 968-6887
I understand that the medical records and information to be released may contain information pertaining to mental health, drug and/or alcohol related treatment, and may also contain confidential HIV (AIDS) related information, including test results.

This disclosure of records and information authorized herein is required for assessment, diagnosis, and/or treatment of the above named individual.

I specifically request that the following information be released:

 FORMCHECKBOX 
  Discharge Summary



 FORMCHECKBOX 
 Provider Progress Notes

 FORMCHECKBOX 
  Mental Health Evaluation


 FORMCHECKBOX 
 Physician Orders

 FORMCHECKBOX 
  History and Physical Examination

 FORMCHECKBOX 
 Medication Administration Orders

 FORMCHECKBOX 
  Laboratory Reports



 FORMCHECKBOX 
 School Records

 FORMCHECKBOX 
  Consultation Reports



 FORMCHECKBOX 
 Educational Testing

 FORMCHECKBOX 
  Psychological Testing


 FORMCHECKBOX 
 Other ______________________________

I understand that redisclosure of the records and information specified herein to an insurance company or other third party payor may be necessary to accomplish the purposes specified above and I hereby authorize such redisclosure.  I acknowledge that I have been advised of what information will be disclosed and understand the benefits and disadvantages of such disclosure.  This consent is freely given and I have not been threatened with discontinuance or refusal of service if I do not sign this form.  The authorization is effective immediately until expiration on (date) _______________________

At which time it will become null and void.  This consent is subject to revocation at any time except to the extent that action based on my consent has already been taken.  I understand that the revocation must be in writing.  I understand that I may request a copy of this authorization.

I agree that the above named facility may FAX my medical records in order to help assure prompt treatment or continued care.

A PHOTO COPY OF THIS FORM SHALL BE AS VALID AS THE ORIGINAL

______________________________________

___________________________________________________________

Name of Patient (PLEASE PRINT)




Patient's Signature

_____________________________________
_

___________________________________________________________

Patient's Date of Birth



   

  Parent/Guardian






 

______________________________________

___________________________________________________________

Date Signed






             Witness














  

