Records released to patient from Wichita OBGYN will have a $20 Fee, to be paid prior to records being released
*Please allow a minimum of 7-10 business days for processing*
AUTHORIZATION TO RELEASE HEALTH CARE INFORMATION
Patient Name:_______________________________________________ DOB: ________________
I authorize, (Dr. / Facility ) ___________________________________________________________, To release my health information as described in this authorization.
Facility  Address _____________________________ City/state: ______________________ Zip:____
Fax# ____________________________________ Phone # __________________________________
For the purpose of: ______________________________________________________________
Please release health care information TO:
Name and/or Organization:___________________________________________________________
Address: _____________________________________ City/state: _____________________Zip:____
Phone: _____________________________________Fax:___________________________________
Release the following information: (Circle one or more)
· Complete Health record        
· Office notes                       dates: ________________________________________________                     	          
· Immunization records
· Lab only                              dates: ________________________________________________
· Radiology Reports            dates: ________________________________________________
· Other _____________________________________________________________________

I understand that the information in my health record 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.
I understand I have the right to revoke this authorization at any time. I understand if I revoke this authorization I must do so in writing. I understand the revocation will not apply to information that has already been released in response to this authorization. I understand 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.
This release will expire 365 days after signed.
Patient/ Responsible party  SIGNATURE: _____________________________ DATE: _____________

