	DAN R. BAKER, M.D
BRYNN N. CLYMER, FNP


	1 CHISHOLM TRAIL, SUITE 4100
ROUND ROCK, TX 78681
PHONE: (512) 310-8883   FAX: (512) 310-0318



Authorization for Release of Medical Information

	Patient Name:_______________________________________________  Date of Birth:  ______________________
Address:_______________________________________________________________________________________
City/State/Zip Code______________________________________________________________________________
SS#:______________________________________________________Patient’s phone #: (        ) _______________
Date of Request:                                                             Date Needed: ______________________________________



	(
I authorize Dr. Dan R. Baker, M.D. 


to obtain information from:
Name of Provider or Facility

Address

City, State, Zip Code

Phone #/Fax # (include area code)


	(
I authorize Dr. Dan R. Baker, M.D.

to release information to:
Name of Provider or Facility

Address

City, State, Zip Code

Phone #/Fax # (include area code)




PURPOSE FOR THIS REQUEST: (Check one.)
(
Healthcare Provider  ( Insurance coverage
( Transfer of Care  ( Other
                                                                                       ( Personal Records
TYPE OF RECORDS REQUESTED: (Check one.)
(
Immunization history
( 
Progress Notes/Physicals
( All Medical Records 

(
All medical records related to a specific illness or injury.                                                                        

Specify illness/injury 
Date(s) of treatment 

(
Treatment summary (includes history/physical, laboratory tests & x-ray reports, operative reports, pathology)

(
Specific information (Select one or more, as applicable) 

( 
Procedure report 
(
History & physical    
(
Physical Therapy  
(
Laboratory test results

(
X-ray reports
(
Other 










                                                              (Please describe.)
AUTHORIZATION VALID FOR: (Check one.)



(
This request only.

(
One year from the date of this authorization OR __________________. (Insert date) This authorization applies to the records of the treatment received on or prior to the date of this authorization.

(
This request and for medical records of any future treatment of the type described above until: 






Insert Date


Authorization for Release of Medical Information

Authorization for Release of Medical Information


I understand that the information in my health records may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV).  It may also include information about behavioral or mental health services, and treatment for alcohol and drug abuse.

____Yes, I consent to the release of this information.       ____ No, I do not consent to the release of this information

I understand that the information released is for the specific purpose stated above.  Any other use of this information without the written consent of the patient is prohibited.

I understand that I have a right to revote this authorization at any time.  I understand that if I revoke this authorization I must do so in writing and present my written revocation to the individual or organization releasing the information. 
I understand that the revocation will not apply to information already released in response to this authorization.

I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.  Unless otherwise revoked, this authorization expires of this request or upon the following date:__________________________________________.

I understand that authorizing the disclosure of this health information is voluntary.  I can refuse to sign this authorization.  I do not need to sign this form in order to ensure treatment. I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules.  If I have questions about disclose of my health information I can contact our office at 512.310.8883.
______________________________________                  _____________________________________
Signature of Patient or Legal Representative                                  Date

___________________________________________                  ________________________________________

Relationship of Patient (If Legal Representative)                          Witness


_____________________________                   ____________________________________________                      Date Request Completed                                           Staff Signature



OR





COMPLETE ONLY IF INFORMATION IS TO BE RELEASED DIRECTLY TO PATIENT:





I understand that my medical record may contain reports, test results, and notes that only a physician can interpret.  I understand and have been advised that I should contact my physician regarding the entries made in my medical records to prevent my misunderstanding of the information contained in these entries.  I will not hold Dr. Dan R. Baker, M.D. & Associates liable for any misinterpretation of the information in my medical records as a results of not consulting my physician for the correct interpretation.  





__________________________________                 ______________________________


Signature of Patient or Legal Representative                                     Date





___________________________________________                       _______________________________________


Relationship to Patient (If Legal Representative)                               Witness
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I UNDERSTAND THAT:





My right to healthcare treatment is not conditioned on this authorization.  





If the person or facility receiving this information is not a health care or medical insurance provider covered by privacy regulations, the information stated above could be re-disclosed.





Release of HIV-related information, mental health related care, or substance abuse diagnosis and treatment information requires additional authorization. 





There may be a charge for the requested records.  
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