‘@ C(l;lrvalhs Clinic® AUTHORIZATION TO RELEASE MEDICAL RECORDS AND MEDICAL INFORMATION
Please mail or fax completed formto: Health Information/Release of Records, 444 NW Elks Drive,
Corvallis, OR 97330 Phone: 541-768-2368 | Fax: 54 1-753-1966 | www.corvallisclinic.com

Pati Nt MM e, Othernamesused: ...
CUITEN  AOONESS: e, Dateofbirth: ... ...
Daytimephone: . .. Homephone: .. ... ... ... Lastfourdigitsof SSN: ... ...
1. Purpose of Release Request

O Changingdoctors O Legal/attorney use O Self-use

U Insurance U Movingoutside thearea U Doctor consultation/referral

U Other: Pleasespecify: i

2. Type of General Medical Information to be Released

Complete copy ofallmedical records. Thiswillinclude radiology and mental health records.

Specialty Behavioral Health Department records

Physician notes and records (limitedto two (2) years of information and mental health and mental health diagnosis)

O

a

a

a

a

4 Electrocardiogram (ECG/EKG) reports

4 Vaccine and medication record . —
0 By placing my initials on any of the
a

a

a

a

Problem list N
. PR below listed items, | hereby agree to
Operativerecords (procedures doneat The Corvallis Clinic) their release: yag

Healthinformationsummary;dates.............oooiiiiiiii e
Billing HIV/AIDS Information
Otherrecords ortest results.

Please specify informationanddates: ... ... | Genetic Information
3. lauthorizethe information designated aboveto be released from:
a TheCorvalisClinic,,Cc.

If otherthan The Corvallis Clinic, please be complete and specific: ) o
Release of the above information is

Name Offacllht)’: Person, orprovider: . limited to the followingtime frame or
Fax number: treatment dates:

Drug/Alcohol

4. 1 authorizethe information designated aboveto be released to:
O The CorvallisClinic, P.C.

If otherthan The Corvallis Clinic, please be complete and specific:
Name of facility or person:

Email:

5. Expiration of Authorization of Release (Required)
Thisauthorizationis valid for 90 days from the date of theauthorization or until (specifydate)._./.._/ ... unlessrevoked bythe

patientorally orinwritingatan earliertime. | understand | can revoke this authorization by contacting the HIPAA Privacy Officer,
444 NW Elks Drive, Corvallis, OR 97330, telephone 541-754-1374. Theonly exception is when The Corvallis Clinic hasalready
actedin reliance on the authorization, or the authorization was obtained as a condition of obtaining insurance coverage. Ifsigning
fora person over 18 years ofage, proof of guardianship, power of attorney, or executor of estate mustbe provided.

6. Disclosure & Authorization Signature (Required)
I understandthat | do nothave to sign thisauthorization. My refusal to sign this authorization will not affect my ability to receive

healthcareservices orreimbursement for services exceptin the circumstance thatthe health careservices are solely for the purpose of
providing health information to someone else and the authorization is necessary to makethatdisclosure. | understand thatonce the
informationis disclosed pursuantto this authorization, it may be re-disclosed by the recipient without the knowledge or consentof
The Corvallis Clinic or myself. However, | also understand that federal or state law may restrict re-disclosure of HIV/AIDS
information, mental health information, drug/alcohol conditions, or genetic information.

Signature of patient (or legally responsible person)-state relationship to patient Date MD1240(0919)


http://www.corvallisclinic.com/

