CDR|HEALTH

PATIENT AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
Use this form to allow access to or release your medical records/protected health information, as specified by you in this form.
Remember to include a copy of your personal identification.

PATIENT INFORMATION
Name (First, Middle, Last): Date of Birth:
Address: Telephone Number:
City: State: Zip:

DOCUMENTS TO BE RELEASED
(CHECK ALL THAT APPLY)

ALL MEDICAL RECORDS/HEALTH INFORMATION

Including information about sensitive conditions, health history, treatment, hospitalization, tests, and outpatient care.
This includes release of any and all of the following information: drug, alcohol, or substance abuse; Psychological, psychiatric or other mental impairment(s) or
O | developmental disabilities (excludes “psychotherapy notes” as defined in HIPAA at 45 CFR 164.501); sickle cell anemia; birth control and family planning;
records which may indicate the presence of a communicable disease or noncommunicable disease; and tests for or records of HIV/AIDS or sexually transmitted
diseases or tuberculosis; genetic (inherited) diseases or tests; and copies of educational tests or evaluations, assessments, psychological and speech evaluations,
immunizations, recorded health information (such as height, weight), and information about injuries or treatment.

O | Laboratory reports and other information relating to testing.

|

Vaccination records and other vaccine related information.

O | Other (specify):
Information created before or after the date of this form may be disclosed unless a date range is specified:

From (mm/dd/yyyy): To (mm/dd/yyyy):
RECIPIENT/METHOD OF DELIVERY
(CHECK ALL THAT APPLY)
Mail (Address):
City: State: Zip:
Secure/Encrypted Email (email address):
PURPOSE
(CHECK ALL THAT APPLY)
O Personal use 0 Payment (as defined in HIPAA at 45 CFR 164.501)

O My medical treatment and related services and products.

o Other (specify):

* [ authorize the use of a copy of this form for the disclosure of the information described above.

* T understand that there are some circumstances in which this information may be redisclosed to other parties.

* ] understand that refusing to sign this form does not stop the disclosure of my health information that is otherwise permitted by law without my
specific authorization or permission.

[ have read all pages of this form and agree to the disclosures of my protected information as specified above.

Signature of Patient or Patient’s Legal Representative:

Print Name of Legal Representative (if applicable):

Date:

Relationship to Patient (if applicable):
o Parent of Minor

0 Guardian

0 Other (explain):

FOR INTERNAL USE ONLY
Date Completed Request Received: Received By (Name):
Type of Identification Provided: Completed By (Name):
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CDR|HEALTH

PATIENT AUTHORIZATION FOR RELEASE PROTECTED HEALTH INFORMATION

To obtain or release protected health information for or on behalf of a patient, you must do all of the following:

1. Fully complete and sign the attached Patient Authorization for Release of Medical Records (“FORM”).
Include a copy of your personal identification, such as a driver’s license. If personal identification is unavailable, you must
have your signature notarized and attach a notarial certification.

3. Ifyou are a legal guardian or legal representative acting on behalf of the patient, proof of authority to act, such as a healthcare
proxy, court order, or power of attorney, is required.

4. If you are a parent making this request on behalf of a minor child, we may require additional information before processing
this request.

5. You may mail or email the FORM, along with the supporting documentation to our office at:
CDR Health
Attn: Medical Records
313 Norton Drive
Tallahassee, Florida 32308
MedicalRecords@cdrmhealth.com

NOTE
We typically process medical records requests within 30 days or sooner. Failure to follow instructions or provide adequate
documentation may delay this process. If we are unable to process your request within this time frame, we will notify you and provide
you with a reason for the delay. We reserve the right to request additional supporting documentation to substantiate the request. We may
impose reasonable cost-based fees for copying and delivering the health information requested, as allowed by law.

OTHER INFORMATION REGARDING THE
REQUEST AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION FORM

Laws and regulations require that some sources of personal information have a signed authorization or permission form before releasing
it. Also, some laws require specific authorization for the release of information about certain conditions and from educational sources.
Definitions: In this FORM, the term “treatment,” “healthcare operations,” *
are as defined in HIPAA (45 CFR 164.501).

psychotherapy notes,” and “protected health information”

Note on Mental Health Records: If you are requesting a copy of your mental health records with this FORM, Florida allows such access,
unless such access is determined by your physician to be harmful to you. For more information, see Florida Statute 394.4615(10).

Revocation: You have the right to revoke this authorization and withdraw your permission at any time regarding future uses by giving
written notice. Please see our HIPAA Privacy Notice for more information.

Re-disclosure of Information: Any health information about you may be re-disclosed to others only to the extent permitted by state and
federal laws and regulations. You understand that once your information is disclosed, it may be subject to lawful re-disclosure in
accordance with applicable state and federal law and, in some cases, may no longer be protected by federal privacy law.
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