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[bookmark: _heading=h.gjdgxs]AUTHORIZATION FOR RELEASE OF MEDICAL RECORD INFORMATION
[bookmark: _heading=h.icwuxick9nea]
[bookmark: _heading=h.83izpirdbsqn]PATIENT NAME: _____________________________________________  BIRTHDATE: _______________
[bookmark: _heading=h.m2kxfqcv6vw]COMPLETE ADDRESS: __________________________________________________________________
[bookmark: _heading=h.xupourz8ypdu]PHONE: ________________________________  	Email: _________________________________
[bookmark: _heading=h.r0hqq1rz9ooc]I authorize: 	_____ OrthoIllinois	_____ OrthoIllinois Surgery Center
[bookmark: _heading=h.r3egcnxpv8va]Delivery Format:  ____ Secure Electronic Delivery	____ Fax	____ Mail Delivery	
[bookmark: _heading=h.jvf0g96cb97i]
[bookmark: _heading=h.9m8q5ca4e4zt]To Release To: _____________________________________________________________________________________
[bookmark: _heading=h.elqws3oyjth8]                            (Name)
[bookmark: _heading=h.wyzzz6bb568q]_____________________________________________________________________________________
[bookmark: _heading=h.7pb78f3o1o6c](Address)
[bookmark: _heading=h.hz2voxexn7tq]Phone: ________________________	Fax: ________________________________
[bookmark: _heading=h.64bp7loge3s]
[bookmark: _heading=h.vz0vd6vj5nb7]For the purpose of: ___ Personal ___  Physician  ___  Insurance disability ___ Legal  ___ Other
[bookmark: _heading=h.b53apnq845sn]                                  
[bookmark: _heading=h.saozshxxuynx]Date(s): From: _______________________	To: _______________________
[bookmark: _heading=h.7f53r1n91zik]
[bookmark: _heading=h.5pw5numtzbyv]INFORMATION TO BE RELEASED:    ____ Complete record  ____ Physician Notes  ____ X-rays only
[bookmark: _heading=h.lhbmg0pggsl4]____ Diagnostic Testing		      
[bookmark: _heading=h.wjrqupg0xq0b]Specific Information: ___________________________________________________________________
[bookmark: _heading=h.ki09mgelhfnk]
· [bookmark: _heading=h.cxugoohw1thm]I understand that I may revoke this authorization in writing at any time except to the extent that action has been taken in reliance upon this authorization (45 CFR 164.508 ©(2)(i)).
· [bookmark: _heading=h.hqc2267bd9pg]I understand that treatment or payment cannot be conditioned on my signing this authorization, except in certain circumstances such as for participation in research programs, or authorization of the release of testing results for pre-employment purposes (45 CFR 164.508 (c) (2)(i)).
· [bookmark: _heading=h.tshrziwcezt0]I understand that my records are confidential and cannot be disclosed without my written authorization except when otherwise permitted by law.  Information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer protected.
· [bookmark: _heading=h.979oanm0j7qp]I understand that the specified information to be released may include, but is not limited to: history, diagnosis, and/or treatment of drug or alcohol abuse, mental illness, communicable disease, including Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome (Aids) (45 CFR 164.508(c)(2)(i)).
[bookmark: _heading=h.hb1ub08ickw2]
I have read the information provided on this release form and do hereby acknowledge that I am familiar with and fully understand the terms and conditions of this authorization.
[bookmark: _heading=h.yp6lt6rhrcxk]
[bookmark: _heading=h.u4zdtydv29ic]________________________________________________________	________________
[bookmark: _heading=h.446qxvgibyl7](signature of patient/parent/guardian or authorized representative	                             Date
[bookmark: _heading=h.t47ho1rq49ph]
[bookmark: _heading=h.yc9x3w7p2p8o][bookmark: _heading=h.b6aq3f34pzb8][bookmark: _heading=h.i92jgi8is65f][bookmark: _GoBack]This authorization will not expire from the above date unless I specify an expiration date: __________
To check on the status of your request: https://www.orthoillinois.com/resources/patient-info
or call 866-442-9026 or email at information@scanstat.com
… a higher standard of care.
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