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MEDICAL RECORDS RELEASE FORM

By signing this form, | authorize PRIME PULMONARY & SLEEP CENTER to release confidential health information about
my medical record, by releasing a copy of my medical records, or a summary or narrative of my protected health
information, to the physician/person/facility/entity listed below.

PATIENT NAME: ‘ DATE OF BIRTH:

The information you may release subject you may release form is as follows: (Circle all that apply)

Complete Records History & Physical Progress Note Care Plan
Lab Reports Radiology Reports Pathology Report Treatment Record
Operative Reports Hospital Reports Medication Record Other (Specify)

Release my protected health information to the following physician/person/facility/entity and/or those directly
associated in my medical care:

NAME:

ADDRESS:

PHONE:

FAX:

The purpose/reason for this release of information is as follows:

o Continuous care 0 Second opinion 0 PCP/Referral 0O lInsurance 0 Personal Copy 0 Attorney/Litigation
o Other:

DURATION: This authorization shall be effective immediately and remain in effect until — Date:

lunderstand and agreeto payareasonable fee tocoverthecostoftransfer of PHI. Ifurther understand thatImayrefusetosign thisauthorization andthat my refusal
tosign will not affect my ability to obtain treatment or payment of my eligibility for benefits. Imayinspect or copy anyinformation to be used or disclosed underthis
authorization. lunderstandthatProvider'srecords maycontaininformation created byanentity otherthan PRIME PULMONARY & SLEEP CENTER and therefore is not
responsible for the information contained in such incorporated information (including the accuracy, completeness, relevance, legibility or lackthereof such
incorporated records). lexpressly request release ofall records maintained by PRIME PULMONARY & SLEEP CENTER concerning me, including incorporated records.
lacknowledge that PRIME PULMONARY & SLEEP CENTER has noand assumes nodutytomeregarding the contentoforomissions fromsuch incorporated records. |
hereby release PRIME PULMONARY & SLEEP CENTER and its personnel from alllegal responsibility of liability that may arisefrom the actl haveauthorized above.
PRIME PULMONARY & SLEEP CENTER is notresponsibleforcompleteness, legibility, oromissions used by the copying ofanymedical recordsfromanotherinstitution.

PATIENT NAME:

PATIENT SIGNATURE:




