C D Release of Medical Records Form

COMMONWEALTH

DERMATOLOGY
| hereby authorize the use of disclosure of my individually identifiable health information as described below. | understand that this authorization
is voluntary. | understand that if the organization authorized to receive the information is not a health plan or health care provider; the released
information may no longer be protected by federal privacy regulations.

0 Patient Information:

Name Address City State Zip

Date of Birth: / / Phone Number Previous Name(s)

| Authorizes:

Name of Health Care Provider / Plan / Other Address City State Zip

Phone Number Fax Number

] To Disclose To:
[ Self Delivery Options: [Pick Up [JMail to Address Above [JEmail to me (address):

"1 To be picked up by, | hereby authorize to pick up my records. (Photo ID required.)

"1 send to: Name of Health Care Provider / Plan / Other:

D By Mail (Address):

[] By Fax (To #): [ By Email (Address)
. Information to be released: [] Office Visit Records []Diagnostic Test Results [] Operative Reports
[] Other Describe:
Release records from the time period of to If left blank, only the past (2) years will be disclosed.

Unless checked or listed below, | understand that the following information may be released (as defined by applicable state and federal laws).
Check and/or list if you do not want to disclose: [ Alcohol/Drug Abuse  [] HIV Test Results [] Mental Health/Developmental Disabilities

[] Genetic Testing/Counseling [] Other

. Expiration: This authorization is valid for (Maximum of ONE year. If left blank, authorization will expire in one year from the date}

. Purpose(s) of the disclosure: (check all that apply) [] Continued Care []!nsurance [] Legal [] Disability Determination
[[] Second Opinion [ Personal [] Other Describe:

B Formatand Fees:
e Allrecords released as a non-continuity release will be charged at $0.50 per page for the first 50 pages and at
$0.25 for each page that follows. All formats of records will be subject to the applicable postage or delivery

fees and a $10 processing fee.
e Any medical forms (including, but not limited to, supplement policy reimbursement forms) that require a
doctor’s signature, or filing out by the medical staff will incur a $15.00 cost.
**FOR EMAIL COMMUNICATION, | UNDERSTAND THAT THE RECORDS INFORMATION IS NOT SENT IN AN ENCRYPTED MANNER AND
THERE IS A RISK IT COULD ACCESSED INAPPROPRIATLEY. | STILL ELECT TO MOVE FORWARD TO ALLOW EMAIL COMMUNICATIONS TO
OCCUR.

B vour Rights with Respect to this Authorization: | understand that | have a right to inspect the material to be disclosed. | understand that
written notification is necessary to revoke this authorization, except to the extent that information may have been released before receipt of this
notice. My decision to sign this authorization will not affect my treatment. If this information is being disclosed to an individual or entity that is
not a health care provider or health plan, it may be subject to re-disclosure and no longer protected. A photocopy/facsimile or scanned copy of
this form is valid as the original.

Signature of Patient / Legal Representative Date
(Form MUST be completed before signing)
If signed by a person other than the patient, complete the following:
1. Individual is: [ A Minor [JLegally incompetent or incapacitated [[IDeceased
2. Legal authority:  [JParent [Legal guardian [INext of kin/executor of deceased [JActivated POA for Health Care
*By signing above, | hereby declare that | have not been denied physical placement of this child.
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