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764 SACO LOWELL ROAD, EASLEY, SC 29640

PHONE: (864) 855-5525    FAX:  (864) 855-5440
Medical Information Release Form
Name: ________________________________________________   DOB: _________________________
Address: __________________________________ City/State/Zip Code: __________________________
We are unable to discuss your treatment with any person or entity without written consent from you. This office will verify the identity of any person or entity requesting protected health information, which may include the patient’s date of birth.
[  ]
I authorize the release of information to be released to the following (this information may include

diagnoses, test results, treatment records, billing/financial information, appointment dates and times.
[   ]   Spouse Name: ________________________________  Phone: ________________

[   ]   Child(ren) Names(s): ___________________________Phone: ________________

         


        ___________________________  Phone: ________________

[   ]   Parent/Guardian Name: ________________________Phone: ________________

 ________________________  Phone: ________________

[   ]  Other Name:  _________________________________ Phone: ________________
[   ]
Information is NOT to be released to anyone.
We may call ________________________ to leave a message for appointment reminders and/or test results.



        (Phone number)

     The purpose of this authorization is to meet the patient’s request for information disclosures and uses.  This authorization will remain in effect for one year or until terminated by me in writing. 
RIGHTS OF THE PATIENT:
     I understand that I have the right to refuse to sign this authorization and that my treatment will not be conditional on signing. 

     I understand that I have the right to revoke this authorization at any time by sending a written notification to the address listed at the top of this form. I understand that a revocation is not effective in cases where the information has already been used or disclosed but will be effective going forward. 

     I understand that information used or disclosed as a result of this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal or state law.
_______________________________________________________ Date: ___________________________

Signature of Patient or **Personal Representative (as defined by HIPAA)

**Please attach necessary documentation pertaining to Personal Representative’s Authority.**
***************************************************************************************************************************************
Office Use Only:
Receiving Employee: ___________________________________  Date: ____________________________

[   ] Copy given to patient
