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Putnam County Hospital


AUTHORIZATION TO RELEASE AND DISCLOSE PATIENT INFORMATION
Patient Information


Name: _______________________________________
Date of Birth: ____________


Address: _____________________________________


City: ______________________________________State: _________ Zip: ___________
Receiving Party (Where do you want the information sent? Who may have the information?)
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Choose one: 
Me

Other


Name: _______________________________________________

Address: _____________________________________________


City: _______________________________ State: ______ Zip: ________________


Phone number: _______________________ Fax number: _____________________

Information to be Released (What do you want sent or released? Check the appropriate box.)

Date(s) of Service: From ___/___/___ To ___/___/___



All Records



Rehab Records (PT/OT/ST)




Discharge Summary


Laboratory Reports


History & Physical


Progress Notes


Operative Note


               Emergency Records


Consultations



Pathology Records


Radiology Reports


Billing Reports

Other records (specify record types)___________________________
Release Instructions (How and when do you want the information?)

Release Method/Format requested: (check one)

Electronic Access – email address: __________________________
Secure

Unsecure

Paper

Fax

Date information is needed: _____________________ NOTE: Please allow 7 days for processing
Purpose of Release (Why is it needed?)

Personal use
Continuing Care
Other: ___________________________
· This authorization will expire in 30 days from the date signed unless otherwise specified ______________________

· I understand that I have the right to revoke this authorization at any time. In order to revoke this authorization, I must do so in writing and present my written revocation to the above name authorized entity. The revocation will not apply to information that has already been released in response to this authorization.

· PCH cannot prevent redisclosure of your information by the person or organization who receives your records under this authorization, and that information may not be covered by state and federal privacy protections after it is released. By signing this authorization, you release PCH from any and all liability resulting from a redisclosure by the recipient. 
Your signature indicates that you have read and understand this form, 



and you authorize release of your information as described above.
__________________________________________________

Patient/Legal Guardian Signature


Date
________________________________________________________
Authority to act on behalf of patient (Attach Documentation)
TO BE COMPLETED BY HOSPITAL STAFF:


Initials of person releasing information: _______  


Photo ID/Signature verified: ________________


Medical Record Number: __________________


Encounter Number: _______________________


ROI Number: ____________________________


Date Requested: __________________________


Date Released: ___________________________








__________________________________________________________________________________________
Taking Care of Families for Generations to Come. 
 1542 South Bloomington 
 Greencastle, IN 46135 
 765-301-7610 
www.pchosp.org
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