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AUTHORIZATION FOR DISCLOSURE OF MEDICAL RECORD INFORMATION 

PATIENT NAME:____________________________________________________BIRTHDATE:______________________ 
     LAST   FIRST    MI   (MM/DD/YYYY) 

ADDRESS:_________________________________________________________________________________________ 
          STREET     CITY            STATE       ZIP CODE 

FORMER NAMES:_____________________________________ PHONE #:____________________________________ 

EMAIL (if records are to be sent via email):_________________________________________________________________ 

I authorize Pike County Memorial Hospital & Clinics to:   ☐OBTAIN RECORDS FROM OR ☐RELEASE RECORDS TO 

________________________________________________________________________________________________ 
               Name and Address of Person, Agency, or Institution 

These records are for Doctor/Provider:_____________________________ for the purpose of (circle one):    Continuation of Care       Other 

This consent is confined to records regarding admission/treatment for the following: 

Date(s) of Service:____________________________________ 

Medical Condition/Injury:______________________________ 

☐Emergency Room Record   ☐EKG Report                                   ☐Lab Reports  
☐Discharge Summary   ☐X-Ray Report                                ☐Radiology Films/Images 
☐History & Physical    ☐MRI                                                ☐CT Scan 
☐Physical Therapy    ☐Ultrasound                                   ☐Consultation Report 
☐Operative & Pathology Reports  ☐Mammogram     
☐Other:______________________________ 

 
_________________________________________  ________________________ 
Patient Signature  (ID required)     Date signed 

_________________________________________  ________________________ 
Signature of Parent/Guardian/Power of Attorney, if applicable  Date Signed 

_________________________________________   
 Employee/Witness Signature           □ Identification Checked 

 

Specific Authorization for Release of Information Protected by State or Federal Law 

Be advised that Federal Regulation 42 CFR Part 2, specifically prohibits re-disclosure of this information. 
I specifically authorize the release of data and information relating to (Check the appropriate box): 

□ Substance Abuse           □ Mental Health            □ HIV-Related Information  ☐ Reproductive Health 

___________________________________________________ ____________________________ 
Patient Signature      Date 
In order for the above information to be released, you must sign here AND below. 

**This authorization will expire in 90 
days or upon written request** 

For Office Use: 

FIN:_____________ 


