Women’s Health Medical Group, PA

Consent for Release of Medical Records
ALL SECTIONS MUST BE COMPLETED
ONE PHYSICIAN PER RELEASE ONLY

| authorize the release of the following information from the records of

Patient

DOB SS#

e Last 2 years of Medical Records
e Records of Treatment from to
eeeeemeeere. Comiplete Medical Record excluding
____________ Complete Medical Record

Please obtain records from: Plaase release records to:
Name: Name:

Address: Address:

Phone #; Phone #:

Fax#: Fax #:

Reason for request:

______ Consult with other physician** ______ Transfer to another physician**
_______ Billing ———__Insurance

meeeee, PETSONAl USE (FEE )

** will release directly to physician without fee

1 understand that these records are confidential and cannot be disclosed without writien authorization, except
otherwise as provided by law. May consent may be revoked at anytime. This authorization shall expire ninety days
from the date of my signature. The ability or inahility to condition treatment, payment, enrollment or eligibility for
benefits is prohibited. | understand that the potential for information that was disclosed may be subject o re-
disclosure by the recipient and no longer be protected by this Policy.

Women's Health Medical Group, PA, its employees, officers and attending physicians are released from legal
responsibility or liability for the release of the above information to the extent indicated and authorized herein.

Signature of Patient or Legal Guardian Date
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