	
	
	



	
	
	



	
	
	



[image: ]
601 Broad Street SE Suite A, Gainesville, Ga. 30501 Phone: 470-293-9800 Fax: 844-689-4542
records@southernneurosurgery.com

MEDICAL RECORDS RELEASE FORM

Patient Name: _________________________________ DOB: _____________ Phone: ____________________ 

Address: _____________           ______________ City: _____________________ State: ______ Zip: ___________
Please select one:
· I request and authorize Southern Neurosurgery, LLC to receive healthcare information of the patient named above from: 
· I request and authorize Southern Neurosurgery, LLC to send healthcare information of the patient named above to:

Name: __________________      __________________________________ Phone: _______________________________

Address: ______________________________        _____________________ Fax: ________ _______________________

This request and authorization apply to the following: 

_______ All healthcare information
_______ Healthcare information relating to the following treatment, condition, or dates: ____________________________________
 Other: __________________________________________________________________________________________________

This authorization for the release of protected health information shall remain in effect until the earlier of any of the following dates:
a) ____________________________ (in this blank, you may include a specific expiration date or event, such as conclusion of a lawsuit) 
b) the date I revoke this authorization in writing. 
c) (c) three (3) years from the date on which I signed this authorization. If I signed this authorization on behalf of a minor, it would expire when the minor turns 18, marries or becomes emancipated under Georgia law. 

Definition: Sexually Transmitted Disease (STD) as defined by law, RCW 70.24 et seq., includes herpes, herpes simplex, human papilloma virus, wart, genital wart, condyloma, Chlamydia, non-specific urethritis, syphilis, VDRL, chancroid, lymphogranuloma venereuem, HIV (Human Immunodeficiency Virus), AIDS (Acquired Immunodeficiency Syndrome), and gonorrhea.

_____ Yes _____No   I authorize the release of my STD results, HIV/AIDS testing, whether negative or positive, to the person(s) listed above. I understand that the person(s) listed above will be notified that I must give specific written permission before disclosure of these test results to anyone. 
_____ Yes _____No     I authorize the release of any records regarding drug, alcohol, or mental health treatment to the person(s) listed above.

I understand the following: See CFR §164.508(c)(2) (i-iii) a. I have a right to revoke this authorization in writing at any time, except to the extent information has been released in reliance upon this authorization. b. The information released in response to this authorization may be re-disclosed to other parties. c. My treatment or payment for my treatment cannot be conditioned on the signing of this authorization. d. Any facsimile, copy or photocopy of the authorization shall authorize you to release the records requested herein. This authorization shall be in force and effect until two years from date of execution at which time this authorization expires.

For Worker's Compensation. The facility may release your PHI to comply with worker's compensation laws or similar programs


PATIENT SIGNATURE ______________________________________   DATE: _____________________________

WITNESS: _______________________________________________________________
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