
CAPECAPECAPECAPE FEARFEARFEARFEAR FAMILYFAMILYFAMILYFAMILY
MEDICALMEDICALMEDICALMEDICAL CARECARECARECARE
405405405405 OwenOwenOwenOwen DriveDriveDriveDrive
Fayetteville,Fayetteville,Fayetteville,Fayetteville, NCNCNCNC 28304283042830428304
Ph:Ph:Ph:Ph: (910)(910)(910)(910) 323323323323----3183318331833183
Fax:Fax:Fax:Fax: (910)(910)(910)(910) 745745745745----8478847884788478

MEDMEDMEDMED ONEONEONEONE
ENDOCRINOLOGYENDOCRINOLOGYENDOCRINOLOGYENDOCRINOLOGY

405405405405 OwenOwenOwenOwen DriveDriveDriveDrive
Fayetteville,Fayetteville,Fayetteville,Fayetteville, NCNCNCNC 28304283042830428304

Ph:Ph:Ph:Ph: (910)(910)(910)(910) 401401401401----5425542554255425
Fax:Fax:Fax:Fax: 910910910910----401401401401----5420542054205420

MEDMEDMEDMED ONEONEONEONE CARECARECARECARE
413413413413 OwenOwenOwenOwen DriveDriveDriveDrive

Fayetteville,Fayetteville,Fayetteville,Fayetteville, NCNCNCNC 28304283042830428304
Ph:Ph:Ph:Ph: (910)(910)(910)(910) 401401401401----5688568856885688
Fax:Fax:Fax:Fax: (910)(910)(910)(910) 745745745745----8478847884788478

RELEASE INFORMATION FROMFROMFROMFROM:
Specify Provider/Organization Name
___________________________________________
___________________________________________
___________________________________________
___________________________________________

RELEASE INFORMATION TOTOTOTO:
Specify Provider/Organization Name
___________________________________________
___________________________________________
___________________________________________
___________________________________________

____________ CompleteCompleteCompleteComplete HealthHealthHealthHealth RecordRecordRecordRecord
____________ VisitVisitVisitVisit //// DischargeDischargeDischargeDischarge SummarySummarySummarySummary
____________ PhysicalPhysicalPhysicalPhysical
____________ PathologyPathologyPathologyPathology ReportsReportsReportsReports

IIII authorizeauthorizeauthorizeauthorize thethethethe releasereleasereleaserelease ofofofof partspartspartsparts ofofofof
thethethethe recordrecordrecordrecord thatthatthatthat relaterelaterelaterelate totototo

substancesubstancesubstancesubstance abuse,abuse,abuse,abuse,
psychological/psychiatricpsychological/psychiatricpsychological/psychiatricpsychological/psychiatric

condition,condition,condition,condition, andandandand orororor communicablecommunicablecommunicablecommunicable
diseasesdiseasesdiseasesdiseases includingincludingincludingincluding (aids),(aids),(aids),(aids), orororor testtesttesttest
forforforfor infectioninfectioninfectioninfection (HIV)(HIV)(HIV)(HIV) ifififif present____present____present____present____

____________ ImmunizationImmunizationImmunizationImmunization RecordsRecordsRecordsRecords
____________ ProgressProgressProgressProgress ReportsReportsReportsReports
____________ RadiologyRadiologyRadiologyRadiology //// DiagnosticDiagnosticDiagnosticDiagnostic
___Imaging___Imaging___Imaging___Imaging

____________ LaboratoryLaboratoryLaboratoryLaboratory ReportsReportsReportsReports
____________ OtherOtherOtherOther
________________________________________________________________________________________
________________________________________________________________________________________

By signing this authorization, I authorize my Health Care Provider to disclose my protected health information.
Please allow up to 30 days for records to be completed. There will be a flat $10 fee for medical records on
disks. Medical records on paper are charged per page.
Patient’sPatient’sPatient’sPatient’s FullFullFullFull Name:Name:Name:Name: DOB:DOB:DOB:DOB: Fee Due_______
Address:Address:Address:Address:

AuthorizationAuthorizationAuthorizationAuthorization totototo DiscloseDiscloseDiscloseDisclose ProtectedProtectedProtectedProtected HealthHealthHealthHealth InformationInformationInformationInformation

Covering the periods of health care: From (DateDateDateDate) ___/___/___ totototo ___/___/___
Information authorized for disclosure:

The purpose for which disclosure is authorized: ___ Medical Care Legal ___
Other ___________________________________________________________________________________
____________________________________________________________________________________
I understand I have a right to revoke this authorization at any time. I understand that if I revoke this right I
must do so in writing. I understand the revocation will not apply to information that has already been released
in response to this authorization. I understand that the revocation will not apply to my insurance company.
Unless otherwise revoked this authorization will expire on the following date: ___/___/___ . If I fail to specify
an expiration date, this authorization date will expire in 90 days.
I understand that any disclosure of healthcare information carries with it the potential for unauthorized and
future re-disclosures, as allowed by HIPAA and other federal privacy rules. If I have questions about
disclosures of my health information, I can contact my provider of care.
This facility, it employees, officers and physicians are hereby released from any legal responsibility or liability
for disclosure of the above information to the extent indicated and authorized herein.

______________________________________________________________________DateDateDateDate: ___/___/___
PatientPatientPatientPatient SignatureSignatureSignatureSignature (Or Parent / Legal Representative or Guardian)

PersonPersonPersonPerson ReleasingReleasingReleasingReleasing InformationInformationInformationInformation (Print): ________________________________________

RelationshipRelationshipRelationshipRelationship ifififif notnotnotnot PatientPatientPatientPatient __________________________


