SUNCARE MEDICAL GROUP
123 Health Plaza, Suite 200  |  Springfield, IL 62701  |  Phone: (555) 222-4400  |  Fax: (555) 222-4401

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
As Required by HIPAA (Health Insurance Portability and Accountability Act)
Please fill out this form completely. All fields are required unless marked optional.
  SECTION 1 — PATIENT INFORMATION  (Person Whose Records Are Being Released)

	Patient's Full Legal Name (First, Middle, Last)
 
	Date of Birth (MM/DD/YYYY)
 



	Social Security Number (Last 4 digits only)
 
	Patient's Phone Number
 



Patient's Current Address (Street, City, State, ZIP Code)
 

  SECTION 2 — SEND RECORDS FROM (Who Has the Records)

Name of Doctor, Hospital, or Medical Office Releasing the Records
 
Address of That Office or Facility
 
	Phone Number
 
	Fax Number
 



  SECTION 3 — SEND RECORDS TO (Who Should Receive the Records)

Name of Person, Doctor, Organization, or Insurance Company to Receive the Records
 
Address
 
	Phone Number
 
	Fax Number
 


Relationship to Patient: [ ] Self   [ ] Spouse / Partner   [ ] Parent / Guardian   [ ] Attorney   [ ] Insurance Company   [ ] Other: ______________

  SECTION 4 — WHAT RECORDS DO YOU WANT RELEASED?

Date(s) of Service: From: _________________  To: _________________   (Leave blank for ALL dates on file)
Please check the type(s) of records you are requesting:
	[ ]  Complete Medical Chart / All Records
[ ]  Office Visit / Progress Notes
[ ]  Lab Results (Blood Tests, Urine Tests)
[ ]  Radiology Reports (X-Rays, MRI, CT Scan, Ultrasound)
[ ]  Actual Imaging Discs / Films
	[ ]  Operative / Procedure Reports
[ ]  Discharge Summary
[ ]  Immunization / Vaccination Records
[ ]  Prescriptions / Medication List
[ ]  Billing / Financial Records


[ ]  Other (please describe): 
 

  SECTION 5 — REASON FOR RELEASE

Why are you requesting these records? (Check all that apply)
1. Continuing Medical Care with Another Doctor
1. Second Opinion / Specialist Referral
1. Personal Records — I Want a Copy for My Own Use
1. Insurance Claim or Legal Purposes
1. Transfer to Another Facility or Hospital
[ ]  Other Reason: 
 

  SECTION 6 — SPECIAL RECORDS (Must Check Box to Include These)

By law, the following types of records require your specific written permission before they can be released. These records are NOT included unless you check the box next to each one.
[ ]  Mental Health and Behavioral Health Records
Records from therapy, counseling, psychiatric visits, or emotional health treatment.
[ ]  Substance Use / Drug and Alcohol Treatment Records
Records protected under federal law (42 CFR Part 2).
[ ]  HIV / AIDS Test Results or Treatment Records
All records related to HIV testing, status, or treatment.
[ ]  Genetic Testing Information
Results from DNA or genetic screening tests.
[ ]  Reproductive Health Records
Including abortion, contraception, or fertility treatment records.

  SECTION 7 — EXPIRATION OF THIS AUTHORIZATION

This authorization will expire: (Check one)
1. [ ]  90 days from the date I sign this form  (Recommended for most purposes)
1. [ ]  180 days from the date I sign this form
1. [ ]  1 year from the date I sign this form
1. [ ]  On a specific date: _______________________

  SECTION 8 — YOUR RIGHTS

1. You can say NO. You have the right to refuse to sign this form. Refusing will not affect your ability to get medical treatment.
1. You can cancel this form at any time. Simply send a written request to our office. We will stop releasing your records once we receive it — but we cannot take back records already sent.
1. You have the right to a copy of this form after you sign it.
1. You may be charged a small fee for copies of your records as allowed by state law.

  SECTION 9 — SIGNATURE

By signing below, I confirm that I have read and understand this form. I give my permission to release the medical records described above. I understand my rights as described in Section 8.
	Signature of Patient or Authorized Representative
 
	Date
 



Printed Full Name
 
	If Signing on Behalf of Patient — Your Relationship to the Patient
 
	Your Phone Number
 



If Signing as Legal Guardian or Power of Attorney — Document Type and Reference Number
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