ABC PEDIATRICS PRACTICE, PC
231 Park Hill Drive    Fredericksburg, Virginia 22401
Phone:  540-373-2228   FAX:  540-373-7008

AUTHORIZATION TO RELEASE CONFIDENTIAL HEALTH RECORDS

Patient:  _____________________________________________________	DOB:  _________________________________
Address:  ____________________________________________________________________________________________
Phone Number:  ______________________________________________________________________________________
Reason for Request:  _________________________________________________________________________________
If transferring to another practice, why:  ________________________________________________________________
_____________________________________________________________________________________________________

I request that the medical provider send the following information:

____   Immunization Records only			_____  Medical Records, Dates:  _________ to _________
_____  Prior Providers’ Records  			_____  Other: __________________________________________

I understand that I am giving my permission to release information in my medical record that may include information relating to psychiatric treatment, drug/alcohol treatment, AIDS/HIV testing or treatment of sexually transmitted disease, unless indicated in the following instructions:  ______________________________
_____________________________________________________________________________________________________

I, _____________________________________, certify the above request is accurate and hereby authorize the release of medical records.

FROM:  __________________________________		TO:  _______________________________________
Address:  ________________________________		Address:  __________________________________
	_________________________________			____________________________________
Phone:  _________________________________		Phone:  ____________________________________
FAX:  ___________________________________		FAX:  _______________________________________

This Authorization to release form is valid for 12 months from the signature date.

I understand that a reasonable fee may be charged for these records including a $10 administration fee and 
$ 0.50 per page for the first 50 pages and $0.25 per page thereafter.  

Records may be provided by _____ fax, _____mail (paper by USPS), _____CD (by mail or pick up), or 
_____ email (PDF file).  

Records may be received by fax, mail, or email.

I agree to all the above attestations and sections.


_______________________________________________	_______________		_______________________
Signature						Date			Phone
