Huntsville Pediatric Associates

Release of Medical Information
(This form applies only to the release and disclosure of information. It is not consent for treatment or intended for any other purposes.) 
NOTE: Huntsville Pediatric Associates does not fax medical records. We ask that we be allowed 10 to 14 working days to process a release of medical information. By signing this form, I __________________________________ authorize Huntsville Pediatric Associates, LLC to use, release, or disclose the protected health information described below to: 

Patient’s Name: _______________________________

Name of Person and/or Organization to Whom Information Should be Sent: 

Address of Person/Organization to Whom Information Should be Sent: 

This authorization expires upon the fulfillment of request. 

Purpose of Disclosure: 

_______ Leaving Practice _______ Referral to Specialist 

_______ Insurance Purposes _______ Relocating/Transfer 

I understand that I will receive medical care at Huntsville Pediatric Associates for 30 days after the date of this release. After this period, I will no longer be considered a patient of Huntsville Pediatric Associates and must re-apply should I wish to return.  I authorize the following the following information to be sent to the address above: 
Copies of all Medical Records from: 

____ / ____ / ____ Mo Day Year
____ / ____ / ____ Mo Day Year 

Copies of the information described below from: 

____ / ____ / ____ Mo Day Year
____ / ____ / ____ Mo Day Year 
______ History and Physical ______ Labs, X-Ray, etc. ______ Office notes, 
Correspondence ______ Other (Please specify in provided area)* * 

I understand that there may be information in these records that I would not want released. ______ (Initial) 

I have been provided a copy of Huntsville Pediatric Associates, LLC Notice of Privacy Practices and any charges that may be associated with this authorization. I have discussed any concerns I may have about the use, release, and disclosure of my health information with Huntsville Pediatric Associates, LLC’s Privacy Officer or other appropriate office personnel. I understand that the recipient listed above may redisclose this released medical information. I do not hold Huntsville Pediatric Associates, LLC responsible for the use or misuse by others of my health information disclosed under this authorization. I release Huntsville Pediatric Associates from any legal liability that may arise from this authorization. 
Patient Signature: _________________________________ Date: _____________________ 

SSN: ______________________________________ DOB: __________________________
Relationship to Patient:_______________________________________________________ _______________________________________________________ 

*If a patient is fourteen years or older he/she must sign for the release of their medical records. There are no exceptions unless the child is physically or mentally handicapped. 

