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PERMISSION TO RELEASE MEDICAL RECORDS

Patient’s Name _______________________________________________________________________________________________

                                                           Please Print

Date of Birth____________________________ Social Security No._____________________________________________________
Send records From :_________________________________________      ____(        )_____________________________________

                                         Medical Provider                                                                                                        Fax Number
_______________________________________________________________________________________________________________________________________
                                            Address



To :   Northwest Urological Clinic Provider:  COS,   TP,   ML,  SM,  DL,  DH,  KB,  BL,  & MW
                                                                                                         (Please circle one)
The following information may be released:

______Laboratory Data

______Medical Summary


______Medication

______Progress Notes

______X-RAY films


______X-RAY Reports

Other_______________________________________________________________________________________________________

Dates of service from ______________________________________to__________________________________________________

Permission expires 6 months from date signed below, or on: _____________          ____________________________    ___________



                                                        Specific date                            Signature of patient or representative         Date
     ___________________________________________________
            Relationship to patient




1.) I recognize that the information disclosed may contain DRUG/ALCOHOL information that is protected by federal and state law.  I specifically consent to the disclosure of such information:

____________________________________________________________   ______________________________________________
Signature








Date
2.) I recognize that the information disclosed may contain information regarding SEXUALLY TRASMITTED DISEASES OR  
    HIV/AIDS TESTING.  I specifically consent to the disclosure of such information:

 _____________________________________________________________   _____________________________________________

Signature








Date

3.) I do____ do not ______specifically consent to transmission of my medical records via a facsimile (FAX) machine:

  ___________________________________________________   ____________________________________

Signature








Date

This permission may be revoked unless action has already been taken.
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