       SOUTHERN OREGON PEDIATRICS
750 MURPHY ROAD
MEDFORD, OR 97504
                                       Phone (541) 930-3939 Fax (541) 930-3940DFORD OREGON 97504
PHONE (541) 789-4096 FAX (541) 789-4073
AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

I authorize (please check one):  	

                       Southern Oregon Pediatrics  	     or              _______________________________
		 					           Name of practitioner/facility
		                                                                           
          
                                                                                                                               ______________________________________
                                                                                                  	              Phone/fax
To disclose medical records regarding:

___________________________________        _____________
Name of patient                                                                                                            Date of birth

___________________________________        _____________
Name of patient                                                                                                            Date of birth



            Please send the records:     ____ paper by fax/mail       ____EPIC /CareEverywhere    _____ CD

				        ____  Verbal            

Please check the below and complete date range:

            Chart notes  ______        Labs _____       Imaging _____  (  Date range from _______ to _______ )

Send records to (please check one):

                       Southern Oregon Pediatrics                or                _______________________________
		 					            Name of practitioner/facility
		                                                                           
            _______________________________
                                                                                                                                Street address

                                                                                                                                ______________________________________
							               City, state, ZIP
							
							               
I consent the following information be sent by initialing: (if patient is 14 years and older, needs initialed by patient) 
______________ Psychological, psychiatric, or other mental impairments (excludes psychotherapy notes such as defined
            as defined in 45 CFR 164.501)
______________ Drug, alcohol or other substance abuse
______________ Human Immunodeficiency virus (HIV) infection, including AIDS or tests or sexually transmitted diseases
______________ Sickle cell anemia
______________ Gene related impairment, including genetic test results
I have reviewed and I understand this Authorization. I understand that the information used
or disclosed pursuant to this Authorization may be subject to re-disclosure by the recipient and
no longer be protected under federal law or state law. This consent will expire 180 days from the
date signed and I may revoke this authorization in writing at anytime except to the extent that
action has already been taken. I recognize that the records disclosed might contain sensitive information that is protected by Federal and state law. By signing this release I specifically consent to the disclosure.

________________________________       ___________________________________              _____________                      
Name of patient/patient representative                                         Signature of patient/patient representative		              Date

____________
Relationship to patient  
