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Medical Records Request for Release or Disclosure
Patient Name: ___________________________ Date of Birth: ______________________________
I authorize the following to disclose the following health information: (CHECK ONE)
· Immunization records only
· Information in relation to a specific treatment or condition ____________________________.
· Specific dates only- From ______________________ (date) To ____________________ (date).
· All medical records
  
○  Where should we send records?       OR         ○  Who should we request records from?
Name of Organization/Clinic/Hospital: _____________________________________________________
Address _____________________________ City ______________________ State _______ Zip ______
Phone __________________________ Fax _____________________ Email __________________________________
What is the purpose of release? (CHECK ONE)
○  Personal               ○   Transferring to another provider    
              ○  Insurance         ○   Legal               ○   Referred to another provider
I understand that I have the right to revoke this authorization at any time except where uses or disclosures have already been made based on my original permission.
I understand this information being disclosed may include drug and alcohol abuse, psychiatric history, HIV testing, sexually transmitted diseases, contraception, and pregnancy. (Cross out what you DO NOT want included.)
I understand that protected health information may include records disclosed by health care providers that previously provided treatment to me.
I understand that Seaside Pediatrics will not condition my treatment, payment, enrollment in health plan, or eligibility of benefits on whether or not I provide for the requested release or disclosure.
Signature _________________________________________________________________
Parent   /  Legal Guardian  /  Court Order  /  Other (CIRCLE ONE)
Printed Name _____________________________________________ Date _______________________
Phone Number ________________________________________________________________________

Please mail medical records if over 40 pages to:

Seaside Pediatrics of Hilton Head 
15 Hospital Center Commons – Suite 100A
Hilton Head Island, SC 29926
843 757 8663 (phone)
843 682 2663 (fax)	


Seaside Pediatrics of Bluffton 
167 Bluffton Road- Suite G
Bluffton, SC 29910
843 757 8663 (phone)
843 815 3849 (fax)
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