AUTHORIZATION OF RELEASE MEDICAL RECORDS TO PHYSICIAN OR PATIENT

l, Date of Birth:

Hereby request Dr./Facility:

To send copies of my medical records to:

Address:
City: State: Zip:
Phone #: Fax #:

Please specify what information is to be copied by checking below:

O Office Visits O Pre-Op History & Physical O Operative Report
O Lab Reports 0 CT/MRI Reports

0 Other (specify):

1. lunderstand that the information in my health records may include information relating to sexually transmitted disease(s), Acquired

Immunodeficiency Syndrome (AIDS), or Human Immunodeficiency Virus (HIV). It may also include information about the treatment for alcohol

and drug abuse and/or behavioral or mental health services.

2. The recipient may use the medical records and type of information authorized only for the following purposes:
o Patient access o Continuation of care o Application for Insurance o Other:

3. lunderstand that | have the right to revoke this authorization at any time. | understand that if | revoke this authorization | must do so in writing

and present my written revocation to the Health Information Services Department. | understand that the revocation will not apply to

information that has already been released in response to this authorization. | understand that 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 and unless otherwise revoked, this authorization

will expire on the following date, event or condition:

Failure to specify an expiration date, event or condition, this authorization will expire in 60 days.

4. | understand that authorizing the disclosure of this health information is voluntary. | can refuse to sign this authorization. | need not sign this
form in order to assure treatment. | understand that | may inspect or request copies of the information to be used or disclosed as provided in
CRF 164.524. | understand that 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 | have questions about disclosure of my health information | can contact the Directors

of Health information services.

5. Please be advised that there will be a $15.00 fee for your records. Please allow 7-10 working days for your records to be copied and

mailed.

6. FOR URGENT RECORDS PLEASE ALOW 48 HOURS FOR RECORDS TO BE COPIED.

DATE WHEN RECORDS ARE NEEDED:

Signature of Patient, Parent or Legal Representative Date

If signed by Legal Representative, Relationship to Patient Signature of Witness

Eisenhower Medical Center 39000 Bob Hope Drive, Wright Professional Building Suite 301, Rancho Mirage, California 92270
Phone: 760-340-4566 Fax: 760-340-2481



