Medical Records Autiorization

g Receiving - © Odgélng”
.- Completed;

i

7 Disclosure Recorded

Katakdin Valiey Health Center

EY
m PO Box 500
,a@ 3 Patten, ME 04763

ekvic: 1-866-366-KVHC
W Fax: (207) 528-8071
S wwvw kvheoorg

Patient Information (Please Print)

Patient’s Name: DOER: B
Patient’s Address: ' Cinve —— i
State: T Phope: o
Release Information I hereby suthorize Katahdin Valley Health Center o

{3 Release my records to: 3 Request my records from: 0 Communicate verbally with:
NameFagility:
Address: iy S
State: Zip: Phone: Faxs - _ o
Purpose of Request ’
= Transferring Care  © Ongoing Treatmen = Verbal Communication 7 Weriflontion of Services
o Legal Maters o Personal Records a Disability Claim e Otherr - )
Information to be Released
= Entire Medival Record
o Summary of Medival History
o Medication/Froblem List
o Other (pleass specify): N,
=2 Exclusions {please specifv) —

By signing this authorization, | consent to the release of uny and 2l medical nformation, unless specified uder "exelusiond™ shove. For
purposes of this muthonzation, medical information may inchude contidental and seasithve Infrmation reganiing HiV.AIDS, summunicate
diseases, aleahal or drug abuse, and memal health information. By signiug this authorizmion, | acknoaviedge that T have the right 1o review
my records prior Lo thelr disclosure. T understand that the review must be supervisod.

My consent 19 release these records is effective wril . S auiherize future ducloswres regarding Hiese recurds to e stime

individuals or entities duving this thme pevicd If no dute Is speclfied, the release will be effeciive for one vear.,

! understand that :

* [ may revoles il ovpart of this authorization al any time by nutifying the Gty or eniily fomn wineh the records ware requested, in writing, subject w the
rights of myyone who received or disclosed informution prior W regeiving @y revacahion.

! may refitse to disclose 11 or some of the information in my medical rezords. A refiisal o7 revosalion (o Teieass S0Ma 0T all MIOIMIALIOG Moy fesal s

improper diagnosis or reatment, denial of msurancy coversge or claim for health bonefits, ur other advwrse consegrenses,

if this inforreation is disclosed W g thivgd party, the information may wo longer be protecied by state or fadezal privasy reanintions and may be reedischised

by the person or orgictization thal receives the information

i vy have n copy of tis form dpon reduest.

T'snay cross oul any wonds on this form with which I disagres.

Any infonation released may be transmitied by fax, releisod on 2 media soage dovive, or subindited decionreally aecenling to Katduba Valley Hedth

Centar’s policics :

*

{(S1gnature of Paness Parens, Legs! Guardian, or Asthanzed Reprosentative lehnnstop e Paant,

1kaes

wame of Patent, Porent, Lepal Guanhan, or Autbenized Representan



