c \Q‘d%
DN

Marin Healthcare District
Medical Care Centers

Authorization for Release of Medical Records

PATIENT INFORMATION

Patient’s last name: First: Middle:

Birth date:

Street Address: Phone:

City/State/Zip Code:

RELEASE RECORDS FROM

Name:
Address:

Phone:

REASON FOR RELEASE

This information is needed for the following reason(s):

INFORMATION TO RELEASE

The specific information I wish to have released is (included dates of treatment):

SENSITIVE HEALTH INFORMATION

This medical record may contain information about drug abuse, alcoholism,
alcohol abuse, venereal disease, abortion, or mental health treatment.
Separate consent must be given before this information can be released.

01 DO consent to have this information disclosed.
[ 1 DO NOT consent to have this information disclosed.

CHARGES FOR MEDICAL RECORDS
O personal copy of records $25.00 max

O Transfer to physician, transfer of care $0.00

RELEASE RECORDS TO

Name:
Address:

Phone:

This medical record may contain information concerning HIV testing and / or
AIDS diagnosis treatment. Separate consent must be given before this
information can be released.

[ 1 DO consent to have this information disclosed.
[ 1 DO NOT consent to have this information disclosed.

O nsurance company request $35.00

| understand there are charges associated with my request for medical records.

(Initial here)

I understand that | may revoke this consent at any time, except where information has already been released. This authorization is valid for a sixty (60) day

period from the date it is signed.

Patient/Guardian signature

Witness

Date

Date
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