ANNANDALE WOMEN AND FAMILY CENTER
2839 DUKE STREET

ALEXANDRIA, VA 22314

PHONE: (703) 751-4702

FAX: (703) 751-2983

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

_____________________________________________

____________________________

PRINT PATIENT FULL  NAME



BIRTH DATE (MONTH/DAY/YEAR)

_____________________________________________

___________________________

STREET ADDRESS




SOCIAL SECURITY NUMBER

_____________________________________________

___________________________
CITY, STATE, ZIP CODE




PHONE NUMBER

AT THE REQUEST OF THE INDIVIDUAL, I ___________________________________, DO HEREBY 

AUTHORIZE _____________________________________ TO RELEASE:

DATES OF SERVICE:____________________________________________

___DISCHARGE SUMMARY
___PATHOLOGY REPORTS
___EMERGENCY REPORTS

___HISTORY & PHYSICAL
___LABORATORY REPORTS
___ALL RECORDS

___PROGRESS NOTES

___RADIOLOGY REPORTS
___OTHER __________________

___OPERATIVE NOTES

___ECG/EEG/CARDIAC CATH    
      
__________________
___I DO    ___I DO NOT authorize release of information related to AIDS (Acquired Immunodeficiency Syndrome) or HIV (Human Immunodeficiency Virus) Infection, psychiatric care and/or psychological assessment, and treatment for alcohol and/or drug abuse.
INFORMATION RELEASED TO:  ________________________________________________________





NAME OF COMPANY/AGENCY/FACILITY/PERSON





_________________________________________________________





STREET ADDRESS





_________________________________________________________





CITY, STATE, ZIP CODE

PURPOSE OF DISCLOSURE:

___REFERRAL TO SPECIALIST
     ___DISABILITY DETERMINATION
___WORKERS COMP

___CHANGE OF DOCTOR
     
     ___LEGAL INVESTIGATION
                ___INSURANCE 

___PERSONAL


     ___CONTINUING CARE

 
___OTHER (SPECIFY)_____________________________________________

PLEASE PROVIDE A CURRENT TELEPHONE NUMBER IN THE EVENT WE NEED TO CONTACT YOU: ________________________________________________

I hereby authorize disclosure of the health information for the above named patient. This authorization is valid for 12 months from the date of signature. I understand that I may cancel this require with written notification but that it will not effect any information released prior to notification of cancellation. I understand that the information used or disclosed may be subject to re-disclosure by the person or class of persons or facility receiving it, and would then no longer be protected by federal regulations. I understand that the medical provider to whom this is authorized is furnished may not condition its treatment of me on whether or not I sign the authorization.

__________________________________________________


____________________

SIGNATURE OF INDIVIDUAL OR GUARDIAN



DATE

OR PERSONAL REPRESENTATIVE OF PATIENT’S ESTATE

NOTE: There will be a charge for a personal copy or the permanent transfer of your records.
MEDICAL INFORMATION RELEASED   



DATE___________________

___ENTIRE

___OP

___EKG


___PATH




___DS


___HP

___IMMUNE

OTHER______________________
