AUTHORIZATION FOR RELEASE AND EXAMINATION OF MEDICAL RECORDS

TO:

___________________________________________________________



(PHYSICIAN OR HOSPITAL NAME)

ADDRESS:
___________________________________________________________

I hereby authorize and request you to release the records/information indicated below to:

PHYSICIAN OR HOSPITAL

ADDRESS

PHONE/FAX

I hereby authorize Dr. __________________/Hospital ____________________ to

furnish a complete copy of medical records/information of (patient) covering from

____________ to ____________ (dates of service), to ___________________________.
I also authorize Dr. ________________/Hospital____________________to allow the

medical records/information to be copied or examined by other parties including, but not

limited to, my insurance company and/or third party payor, billing agents, attorneys,

claim form preparers, debt collectors, researchers, discharge planners, peer review

boards, consultants, technology assistants, volunteers and other agents of

Dr. ____________________/Hospital ____________________ (collectively, the “Third

Party Recipients”).  In executing this authorization I hereby release

Dr.__________________/Hospital_____________________ and the Third Party

Recipients _________________________ from all legal responsibility or liability

relating to the release, disclosure and examination of confidential medical information.

DATE ___________

SIGNATURE OF PATIENT ___________________________





DOB _____________ SS# _____________________________





WITNESS _________________________________________

DATE ___________

SIGNATURE OF RESPONSIBLE PARTIES 





___________________________________________________

RELATIONSHIP TO PATIENT ________________________

A service provided to you by: The Academy of Medicine of Cleveland/Northern Ohio Medical Association

