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COMMUNITY HEALTH CLINIC

130 Independence Lane
LaFollette, TN  37766
AUTHORIZATION TO RELEASE OF MEDICAL RECORDS

Patient’s Name ____________________________________________________________________ 

Chart # _________________________________   Date of Birth _____________________________ 

Address __________________________________________________________________________

	I hereby authorize my medical records to be released:

 To          From

Community Health of East Tennessee

130 Independence Lane
LaFollette, TN  37766             Phone 423-562-1705

                                                 Fax 423-566-3718

	 To         From

Name _____________________________________________

Address____________________________________________

____________________________Phone:_________________


INFORMATION TO BE DISCLOSED:

  All Records (this facilities)
   Laboratory Tests

  Pathology  Reports

  Psychology Reports           

  X-ray Film

   History and Physical
  AIDS/HIV

  Office Notes only           

  Medication Record

   Radiology  Reports
  Substance Abuse

  Other (please be specific) ________________________________________

ENDING THIS AUTHORIZATION

Select one of the following choices:

  This authorization will end on the following date: ________________________________

  This authorization will be for two years from date of signature or until I make changes to it or change my mind.

CHANGING MY MIND ABOUT THIS AUTHORIZATION

I understand that I may revoke this authorization at any time by giving written notice to the Privacy Officer at your office.  However, I understand that I may not revoke this authorization for any actions taken before receipt of my written notice to revoke this authorization.  In addition, I understand that if I am giving this authorization as a condition of obtaining insurance coverage, and I revoke this authorization, the insurance company had/s a right to contest my claims under the insurance policy.

______________________________________________  _________________________________

Patient Signature




Date

Relationship to Patient      Self         Parent       Guardian

______________________________________________   _________________________________

Witness





Date

Revised 02/2018
