Auburn University Medical Clinic

400 Lem Morrison Drive

Auburn University, Alabama 36849-5349

Telephone: (334) 844-4437                                                                                                                         Fax: (334) 844-6126

AUTHORIZATION TO RELEASE MEDICAL INFORMATION


This is to authorize all doctors, attendants, and employees of Auburn University Medical Clinic, 

Auburn University, to release for observation and inspection of the following stated medical records

pertaining to my treatment while a patient at Auburn University Medical Clinic.

I understand that my records are protected under the Federal Privacy Act and cannot be disclosed

without my written consent unless otherwise provided for in the regulations.

Patient Name: _______________________________________ID#_______________________________


DATE(S) OF SERVICE: ________________________________________________________________


RECORDS:   Immunization:____________________           Purpose:    Work:____________________



         Lab/Xray/Test results: ______________
                   School:___________________



         Clinic visit/Progress notes:___________
                   Referral: _________________



         Correspondence records:____________
                   Health Care: ______________



         Any / All Records:__________________
                   Other:____________________


          Other: ____________________________


              (Specific)

Address: _________________________________________________Phone:   _____________________




(Street/P.O.Box)






                 ______________________________________________________________________________




(City)



(State)



(Zip)


RECORDS TO BE RELEASED:        Patient [  ]
  School/Work  [  ]              Doctor/Facility  [  ]

NAME OF SCHOOL/WORK/DOCTOR/FACILITY: _______________________________________


______________________________________________________________________________________

              ______________________________________________________________________________________


ADDRESS:____________________________________________________________________________



(Street/P.O.Box)  



    _____________________________________________________________________________




(City)



(State)



(Zip)

CONTACT PHONE#________________________________FAX#______________________________


PATIENT SIGNATURE:________________________________________DATE:__________________


WITNESS/NOTARY:___________________________________________DATE:__________________
            (Circle One)

SEAL:



NOTARY PRINTED NAME:________________________________


************************************************************************************************

MEDICAL RECORDS OFFICE USE ONLY


Completed Request:_________________________________By:_________________________________





(Date)


                       
           (Employee)


FAXED [  ]

MAILED [  ]

HAND DELIVERED [  ]


Revised 01/05


