The Women’s Care Center, PC

10235 Hickorywood Hill Avenue

Huntersville, NC 282078 (704) 948-9554 Fax (704) 875-0535
508 Eastway Dr. Suite A. 

Charlotte, NC 28205 (704)375-0592 Fax (704)375-0596

AUTHORIZATION OF RELEASE OF HEALTH INFORMATION

I hereby authorize the use or disclosure of my identifiable health information as described below.  I understand that if the organization authorized to receive the information is not an insurance company or health care provider; the released information may no longer be protected by federal privacy regulations.

Patient Name:_________________________________
Date of Birth__________________ Social Security # _____________________
Address: _____________________________City /State/Zip ____________________________________________
 

Information to be released FROM:   

Information to be released TO:

Name: _______________________________________
Name: _________________________________________

Address: _____________________________________

Address: ________________________________________

Dates of service being requested:  From_________ ______
 TO___________________
Check the specific information to be released (used or disclosed):

___ Office Notes   ____ Radiology Reports/ Imaging/ X-rays _____ Laboratory/ Pathology

___ EKG/Monitors    

Purpose of Disclosure:

___ Medical Review   ____ Legal Review   ____ Insurance   ____ Personal Use  

___ Other______________________________________

I understand that information in my medical record may include information relating to treatment of drug or alcohol abuse, sickle cell anemia, psychological or psychiatric impairments, sexually transmitted diseases, acquired immunodeficiency syndrome (AIDS), AIDS related complex (ARC) and/or human immunodeficiency virus (HIV).

I understand that I have a right to revoke this authorization at any time by notifying the Medical Record Department of the providing organization in writing.  I understand that revocation will not apply to my insurance company when the law provides my insurer with the right to consent a claim under my policy.  I understand that authorizing the disclosure of the private health information is voluntary.  I can refuse to sign this authorization.  I understand that I may inspect or obtain a copy of the information to be used or disclosed.

This authorization is valid for 90 days form the date of signature.

Name: __________________________________
Signature: ______________ ____________________Date:______________

                     Patient/Authorized Representative

If authorized Representative, please indicate relationship to patient:

____ Spouse   ____ Parent ___ Other: _________

Please note, if information relating to the treatment of drug or alcohol abuse is being released for patient under the age of 18, the patient must also sign the authorization.

Signature of Minor: ________________________________________________________
