Ashburn Sterling Internal Medicine and Pediatrics

19415 Deerfield Ave #213 Lansdowne Va 20176

(703) 729-9220 Fax (703) 858-3529

www.myhealthcare.org 

Authorization for Release of Medical Information

I, _______________________________________________hereby authorize the use and disclosure of my individually identifiable health information as described below.  Ashburn Sterling Internal Medicine and Pediatrics is authorized to release my medical records to the below Individual/Physician’s office.

The following records are to be released:  (specific description of information-include dates)

___ Immunization records only       ____ Office Notes (specific dates if any)           ___ Laboratory Reports 

___ X ray Reports            ____  EKG Reports                   ____ All of the above

*For Release of HIV/Drug/Alcohol/Psychiatric information, additional signature is required:

*Signature: __________________________________________________________

I AM / AM NOT LEAVING THE PRACTICE AT THIS TIME.

Reason for Leaving

A standard release is required to process your request.  Records will not be printed or released until payment for outstanding balances and/or the minimum fee of ($25) per record is received.  (We reserve the right to apply additional charges based on. Va State laws, which allow a charge of $.50 each page up to 50 pages and $.25, a page thereafter for copies, plus all postage and shipping costs and a search and handling fee not to exceed $10). Please allow 7 to 14 business days after receipt of payment for processing your request.  I understand that this authorization will expire in 1 year from date of signing this release of records form.

Patient’s Name

Patient’s Date of Birth

Date records were released

_______________________________________

Patient’s Signature or authorized representative

Today’s Date

