Parkhill
The Qlitrie for Wonen

Authorization To Release Medical Records

Patient Full Name: Date of Birth:
Patient Street Address:
Patient City, State, Zip:
Patient Telephone:

I hereby authorize the release and disclosure of the following specific medical information, T understand there may
be fees, based on volume, associated with the reproduction of the requested medical tecords. My authorization
extends only to those data elemenis/documents initialed below:

Initial any or all that apply:

Statements of charges or payments

Records of all visits ]
Record of visit for a specific date ov dates. Specific dates include or atz limited to:
Copies of ecords or reports provided to the above named (i.e., hospital, lab, olinie ato.)
Propress Notes
Discharge Summary

History and Physical Examination i

Consultation Reports

All of the above

Other (Must be specific) o

AIDS (Acquired Immunedeflciency Syndrome) or HEV (Humean Immunodeficiency Virus} Information
Hepatitis [nformation

[

These records are released for the purpose oft

Release Records:
___To ___From _ _To ___ From ___Patient will Pickup

Parkhill Clinic for Women h Name:
PO Box 'sli;SOAR 703 Address:
Fayetteville, Clty, State, Zip:

Telephone: 479.521.4433

Facsimile: 479.521-0444 Telephone:

Facsimile:

This authorization s given fresly with the understanding that: 1, Any and all records, whather writien ar oral ar In elestronic farmat, are confidentlal end cannot be distlosod
without my pricr witten authorization, except as ctherwlza pravided by law, 2. A photocopy of fax of #la althorizatlon 's as valid as thia original, 3, | may revoke this
autharization at any time, except whare Information ha biready been released. This autharization | vaild for a one year period from the date i Is slgnad, or saorer if notat
below. The revocation must be In wilting. A ravocation form is evallabie from the receptionist. 4. Parkhll! Clinlc for Women, s employess, officars, and physicians are heraby
raleased from any legal rasponslblity or labillty for discleaure of the above Information to the extant indlcated end autherized heraln. 5. Traatment, payment, nrolimenl or
eligibiiity for benefits may not be condlllened upan obtalning this Autharization, 8, information used ar disclpead purstant 1o this authorization may ba subject to re-d|salasure by
the reciplant and is no longer protected,

Fatlent’s Printed Name Dute

Patlent’s Slgrature Expiration Date
(i wther fhan ono yoar from date above)

Hoclal Sacurity Mumber
{Far {dentification purpeses only)

Pattent’'s Fersonal Repregentative Data

Patlent's Persanal Represantativa’s Authority to Act Witness

Form ARMR, 9/7/08
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