AUTARSRIZATIGN TG DISCLOSE FROTECTED HEALT W INFGRMATIOlv

Hematology-Oncology Associates of Fredericksburg Phone: (540)371-
0079
4501 Empire Court Fax: (540)656-
2653

Fredericksburg, VA 22408

Release Information From: Release Information To:
Office: Office:
City/State: City/State:

Doctor: Doctor:

Phone: Phone:

Fax: Fax:

***Please include correct FAX and PHONE number for the recipient fo
avoid delay

Requestor Information: (Request can only be made by the patient, emergency contact or POA)

Patient’s Full Name: Dateof Birth___/_ /
Phone Number: () - Requestor’s name, if not the patient:
Relationship to patient: Are you the patient’'s Emergency Contact?

Information to Disclose:

0 Complete Health Record
OR:

O Office Notes, (0 HOAF Hospital Consults, (1 Labs, & Pathology, 1 Radiology,
O Diagnostic Testing, (3 Chemo Flowsheets, [ Infusions

Sensitive Protected Health Information:

(initial) If applicable, I also give permission for the disclosure of information that
includes: AIDS/HIV, Behavioral Health/Psychiatric Care, Substance Abuse, Sexually
Transmitted Infections, Genetic Counseling/Testing.

(initial) You have the right to revoke this authorization! In order to revoke, I understand I must
do so in writing. I understand that revocation will note apply to information that has already been
released in response to this authorization. I understand that the revocation will not apply to my insurance
company when the law provides my insurer with the right to review or contest a claim.

*Please note there may be a fee for records obtained for personal use.

This facility, its employees, officers, and physicians are hereby released from any legal
responsibility or liability for disclosure of the above information to the extent indicated and
authorized herein.

Signed: Date:
Relationship, if not the patient:

(Turnaround time is 7-10 business days. Please specify if needed sooner)

NOTE: RECORDS AUTHORED AT OTHER FACILITIES/OFFICES NEED TO BE
OBTAINED DIRECTLY!




