EDICAL RECORDS RELEASE AUTHORIZATION FORM

e —

To: Dr.:

(Name of Physician or Facility from whom your child(ren)’s Medical Records will originate)}
Address:
Telephone No.: , - Fax No.:

i ~, as Parent or Legal Guardian of the Child{ren)
indicated below, do hereby authorize &/or grant permission tc the above-named Physician, to reiease
through fax or mail, the specified Medical Records of my child(ren) as follows: / [ mmunization ecords;
/ / Physician Encounter Notes; / / Med. Probiems List; / / Growth Charts; / / Laboratory Tests esults;

/ [/ History & Physical; / /Others ./ / All of the above.
{Please speciiy}
Child{rens} Name: 1) .
{Last Name} {First Name} (Date of Birth)
2
3) _
4} —

please send all of the above indicated Medical Records to the Physician named below for the purpose(s} of:

Physician Receiving the Records: SHILPA J. VERNEKAR, M.D., F.AAP.
DBA: Columbus Children’s Clinic

Address: 1546 107 Ave. Suite A, Columbus, GA 31901
Tel. No.: (706) 322-5526 Fax No.: (706} 322-1237

i understand that: 2) | may revoke this authorization st any time in writing, but if i do, it will not have any
effect on any actions taken prior to receiving the revocation, b} my child{ren)'s treatment, payment of
services, enroliment or eligibiiity for penefits, may not be cqnditioned on the signing of this autherization,
¢) the information described above may be re-disciosed by the recipient and may no longer be protected by
the Federal HIPAA privacy regulations, d) the released records may contain alcohol, drug abuss, psychiatric,

HIV testing & results or AIDS information and, e) records will be released within 30 days and If j want a copy of
+hese records, | may have them at a reasonable copy or handling fee, as per Staie of Georgia regulation.

This authorization will expire in / / & months, or / /12 months from the date i signed this authorization.

Authorized By: Date:
(Parent or Legal Guardian’s Signature)

Date:

Withessed By:
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