FAMILY ALLERGY & ASTHMA CARE
PATIENT AUTHORIZATION/RECORD ACCESS FORM

I hereby request a copy of my medical record as detailed below:


(  ) Full medical record held by this office


(  ) Medical record for the period _______________ through _________________


(  ) A specific portion/section of the record as follows:


_________________________________________________________________________________________


_________________________________________________________________________________________

I understand that, unless otherwise provided by law, the charges for this record will be $35.00.

I agree to pay this charge in full at the time I receive the copy of the record


Person or entity requesting the information and authorization to make the requested use or disclosure:

Recipient of the information:_______________________________________________________________

This information is being requested for the following purpose(s):


_____________________________________________________________________________________


_____________________________________________________________________________________

This authorization shall remain in effect from the date signed below until

______________________________________ (expiration date or event)

I understand that:

· I may inspect or copy the protected health information to be used to disclosed

· I may revoke this authorization in writing by contacting your office at the address above, attention Privacy Officer.

· Information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient and no longer to be protected by HIPAA.

· I may refuse to sign this authorization and that you will not condition treatment or payment on my providing this authorization (except to the extent that the authorization is for research-related treatment, in which case you may refuse to provide that research-related treatment. 

(  ) If this box is checked, I understand that you will receive compensation from a third party for the use or disclosure of my information.

Patient Name:___________________________________ Signature:_________________________________

Relationship to patient

(if signed by personal representative of Patient: _________________________________________ Date:
