RELEASE OF MEDICAL RECORDS

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

PATIENT’S FULL NAME:  ______________________________________________________________________________________________________________________________

DATE OF BIRTH:  ___________________________________________________

HEALTH RECORD NUMBER:  ___________________________________________

· I authorize the use or disclosure of the above named individual’s health information as described below:

· The following individual or organization is authorized to make the disclosure:

Nephrology Associates of Northeast Florida

Jacksonville Office

James B. Smart, Jr., M.D.     Michael B. Brumback, M.D., Debra A. Price, M.D.,
Craig J. Shapiro, M.D., Andreea Poenariu, M.D., Muhammad Salahuddin, M.D., Juan L. Chique, M.D.  
Laurie L. Buschini, A.R.N.P., Joseph Ernst, P.A.-C., Sara Preston, A.R.N.P., Alexandra Michaelis, A.R.N.P.
Suite 700, DePaul Building,2 Shircliff Way,Jacksonville, Florida 32204-4763

(904) 389-5333              Fax:  (904) 387-2928

Orange Park Office

Ramesh M. Kotihal, M.D., Reuben Maggard, M.D.
Cindy Anderson, P.A.-C.
1563 Kingsley Avenue, Suite 106, Orange Park, Florida 32073

(904) 272-6161            Fax:  (904) 272-9797
 FORMCHECKBOX 
  MOST CURRENT HISTORY & PHYSICAL

 FORMCHECKBOX 
  MOST CURRENT DISCHARGE SUMMARY

 FORMCHECKBOX 
  CONSULTATION REPORTS           From (Doctor’s Names): _______________________________________________________________________________________________

 FORMCHECKBOX 
  PROGRESS NOTES

 FORMCHECKBOX 
  MEDICATION LIST

 FORMCHECKBOX 
  BLOOD PRESSURE READINGS

 FORMCHECKBOX 
  LABORATORY RESULTS (Dates)   From____________________to ____________________

 FORMCHECKBOX 
  24 HOUR URINE FOR CREATININE and/or PROTEIN

 FORMCHECKBOX 
  RENAL SCANS (Dates)                    From____________________to ____________________

 FORMCHECKBOX 
  X-RAY and IMAGING REPORTS: (Type) _________________________________________________________(Dates)  From____________________to ____________________

 FORMCHECKBOX 
  MOST CURRENT EKG

 FORMCHECKBOX 
  ECHOCARDIOGRAM

 FORMCHECKBOX 
  ENTIRE RECORDS

 FORMCHECKBOX 
  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.

· This information may be disclosed to and used by the following individuals or organization:

NAME:  _____________________________________________________________________________________________________________________________________________

ADDRESS:  _________________________________________________________________________________________________________________________________________

FAX NUMBER:  ____________________________________________________

for the purpose of:  _________________________________________________________________________________________________________________________

· 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 and present my written revocation to the practice Privacy Officer.  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.  Unless otherwise revoked, this authorization will expire on the following date, event or condition: ___________________.  If I fail to specify an expiration date, event or condition, this authorization will expire in six months.

· I understand that authorizing the disclosure of this health information is voluntary.  I can refuse to sign this authorization.  I need not sign this form in order to assure treatment.  I understand I may inspect or copy this information to be used or disclosed, as provided in CFR 164.524.  I understand 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 disclosure of my health information, I can contact the practice Privacy Officer.

_____________________________________________________________________
____________________________________________________________________


Signature of Patient or Legal Representative


Date

_____________________________________________________________________
_____________________________________________________________________

If Signed by Legal Representative, Relationship to Patient

Signature of Witness
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