South Dayton Urological associates, Inc.
Medical Record Release
Authorization for Use or Disclosure of Protected Health Information


Identity: Last Name _____________________________ First _____________________ Middle ________


  Maiden Name___________________________ Address ________________________________


  City ___________________________________State ______________ Zip ________________


  Social Security # ________________________ Date of Birth _____/______/______


  Phone (      ) _____________________________

Sender and Receiver:
I authorize disclosure of medical information (as indicated): 

From: _________________________    
TO:  __________________________

_________________________

        __________________________

_________________________

        __________________________

        
_________________________  
        __________________________

What to disclose: Please check the records you would like disclosed:

ڤ Entire medical record
ڤ History & physical

ڤ Radiology reports
ڤ Office Visits


ڤ Operative reports

ڤ Radiology images
ڤ Pathology reports

ڤ Lab results
ڤ Other (please specify) _______________________________________________________

Timeframe: 
ڤAll periods of Healthcare
ڤ I would like records from the following dates: _____________ through _____________
Purpose of Use/Disclosure: This information is being disclosed for the following purposes: 

ڤ Continued care & treatment

ڤ Personal use

ڤ Legal reasons


ڤ Workman’s Compensation
ڤ Disability



ڤ Insurance
ڤ Other (explain) _______________________________________________________________

I understand that I/my legal representative may revoke this authorization in writing at any time, except to the extent that action has already been taken in reliance on this authorization or according to law.  Written revocation must be sent to the person that I authorized to release my information.  This authorization will expire in 90 days unless otherwise specified.

I hereby certify that I have read the provisions set forth in this authorization.  I understand and agree to its terms.  

Signature of Patient/ Legal Guardian _________________________ Date________________

Relationship if other than patient _________________________________________________

Witness to Patient Signature __________________________________Date ______________
