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    www.smcclinic.com
Individual’s Request for Protected Health Information

PATIENT:   

Last:__________________________________________First:___________________________________Middle__________________________

Other Names Used:______________________________ Date of Birth__________________________ SS#:____________________________

Address:_______________________________________________________________________________________________________________

Hm Phone (___)______________________________________________ Wk Phone   (___)___________________________________________

IF PROTECTED HEALTH INFORMATION CONTAINED IN YOUR MEDICAL RECORD IS  COPIED BY SHAWNEE MEDICAL CENTER CLINIC,  you may be billed $1.00 for the first page and $0.50 for each subsequent page for paper records, plus postage for releasing the requested records.  Invoice will be mailed directly to Patient/Parent/Legal Guardian at the address provided above.

[  ]    Progress Notes and Telephone messages.  From:____________________________ To: _____________________or____________ All

[  ]    Records from previous providers.  I am aware that Medical Records from other providers may not be complete.

         Specify which ones or all :__________________________________________________________________________________________

[  ]    Shot records only.

[  ]    Op Reports.  From:_________________________________ To:___________________________________ or ____________________All

[  ]    Lab Reports.  From:__________________________________ To:__________________________________ or ___________________All

[  ]    X-ray Reports.  From:________________________________ To:_____________________________ or ________________________All

[  ]    Hospital and consulting physician summaries.  From:_____________________________ To:_______________________ or ____All

[  ]    Miscellaneous documents.  List specific information requested: ________________________________________________________

        From:____________________________________________ To:__________________________________ or ______________________ All

Release TO:
[  ] I will pick up the copies of my records.


[  ] Access Granted or


[  ] Mail copies of my records to:



[  ] Copy sent


      _____Myself    ___Legal Representative


      on____________________










          Date
Name:_____________________________________________________________________________________________________

Address:___________________________________________________________________________________________________


Phone #:__________________________________________ Fax :___________________________________________________

Release FROM:

Name:_____________________________________________________________________________________________________

Address:___________________________________________________________________________________________________


Phone #:________________________________________ Fax #:_____________________________________________________

The information authorized for release may include records which may indicate the presence of communicable or veneral diseases which may include, but are not limited to, diseases such as Hepatitis, Syphilis, Gonorrhea and the Human Immunodeficiency  Virus, also known as Acquired Immune Deficiency Syndrome (AIDS).  I also understand that the psychiatric (including depression) and/or chemical dependency conditions and/or medications for these conditions may be contained in my medical records and cannot be separated during the process of complying with my request for such information.  By this acknowledgment, I release Shawnee Medical Center Clinic, its agents and employees from any legal responsibility or liability that may arise from this release authorization, and I waive all rights and privileges allowed by law relating to Disclosure of Confidential Information, Defamation, and Invasion of Rights of Privacy.  I understand this authorization is subject to revocation by me at any time except the extent that action has already been taken in reliance on it.

*PSYCHIATRIC RECORDS:  Oklahoma State Law (76 O.S. Supp 1996 Section 19) provides that psychological or psychiatric records may be provided to a patient only if the treating physician or practitioner consents to the release or upon receipt of court order, issued by a court of competent jurisdiction, finding that it is in the best interest of the patient.  A patient may, however, authorize release of such records to insurance company, legal counsel or government agency without the physician’s consent.

DRUG/ALCOHOL ABUSE RECORDS:  Federal Law protects the confidentiality of drug/alcohol abuse records.  Federal regulation (42 C.F.R. Part 2) prohibits you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulation.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.

I understand this authorization is only valid ninety (90) days from the date of the signature below

_____________________________________________    ________________________________________________   _____________________________________

Signature of Patient, Parent, or Legal Guardian                          Relationship to Patient                   

                         Date

Form 1.A



File in Patient Chart    Retain for a minimum of 6 years



HIPAA Document

Rev. 01/04
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