
MCKENZIE PEDIATRICS
AUTHORIZATIONS TO USE/DISCLOSE HEALTH INFORMATION

This authorization must be written, dated and signed by the patient or by a person authorized by a law to give this authorization.

PURPOSE OF THIS RELEASE:

̊Medical Care ̊Transfer of Care ̊Relocating ̊Legal ̊Billing ̊Request of Individual ̊Other_______________

TYPE OF INFORMATION TO BE RELEASED:

___ All Medical Records (Records released will be limited to

last 2 years of information unless otherwise indicated)

___ Physician Notes

___ X-Ray Reports

___ Lab and/or Pathology Reports

___ Hospital Records/Consultations

___ Physical Therapy Records

___ Worker’s Comp Injury Records

___ Other___________________________________

PATIENT AUTHORIZATION TO RELEASE INFORMATION

____________________________________________ __________________ ________________________________

Patient name (printed) DOB Phone Number

________________________________________ __________________________ ________________ ___________

Address City State Zip

________________________________________ __________________________________ __________________________

Signature of patient or legally responsible person Relationship to Patient Date

I specifically give authorization to FAX my medical information. I understand that risk is involved in faxing records and confidentiality at the receiving end cannot

always be guaranteed. All faxed information will contain a confidentiality statement and instructions for returning misdirected information. __________ (initials)


