Carolina Women’s Health
213 Halton Road

Greenville, SC  29607

864-382-4000

864-382-4040 fax

        Authorization for Release of Protected Health Information
Patient’s Full Name at the Time of Treatment: ________________________________________________________

Patient Address:  __________________________City:  _________________________State: ______Zip: ________

Date of Birth:  _________________________ 
Date(s) of Treatment:  ___________________Patient Phone #___________________________________
Purpose of Release:  ____________________________________________________________________
I authorize the release of medical information as indicated below:  
 From: 





To:

Carolina Women’s Health


Practice Name: ____________________________

213 Halton Road



Address: _________________________________

Greenville, SC  29607



_________________________________







Phone: 
_____________________________







Fax: 
 _______________________________
	
	Mail Record 
	
	FAX (to health provider or health plan only)  

	
	I will pick up
	
	Other:   ______________________________


Information to be released:  (please check all that apply)

	
	All records 
	
	Pathology reports

	
	Inpatient medical records
	
	Laboratory report

	
	Office Visits; medical records
	
	Radiology reports

	
	Billing records
	
	Psychotherapy records

	
	Records from physician:  _________________
	
	Drug and/or alcohol use records

	
	Other:   ______________________________
	
	Other:   ______________________________

	
	Other:   ______________________________
	
	Other:   ______________________________

	
	Other:   ______________________________
	
	Other:   ______________________________


1) I understand that if my records contain documentation of alcohol abuse, psychiatric condition, drug abuse, or communicable diseases, this information will be released as part of my record.

2) I understand that if the person or entity receiving this information is not covered by federal privacy regulations, this information will no longer be protected and may be re-disclosed.

3) I understand that I may revoke this authorization at any time, but revocation will not apply to information that has already been released.  Note: Request must be in writing and forwarded to the medical information department.

4) I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment.

5) I understand that there may be a fee for obtaining the requested information. 

**There will be a charge if you are changing OB/GYNs.

**There will be a charge to lawyers, EMSI, and insurance companies.

6) I understand that this authorization will expire in 90 days unless an earlier date is specified here ________________.

________________________________________________ 

__________________________     

Signature of Patient or Personal Representative



 Date



_____________________________________________________________________________________

Relationship to Patient / Authority to Act for Patient

PROVIDER USE ONLY

Original to Medical Records   __________________  (Date)

 Verification Completed By    __________________________________________
A copy of this signed authorization must be given to the individual.

