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RECORDS RELEASE AUTHORIZATION
(complete, print, sign, and date this form and deliver to your provider 

to release your medical records to Lexington Pediatrics, P.C. )
Note: You may need to Enable Active Content in your MS Word Options which allows you to enter your data directly into this form.
I, the below-named guardian or legal-age patient,
	     Patient Name:
	_      __
	Date of Birth:_      _

	Guardian Name:
	 _
	

	                Address:
	_      __
	City:_      _

	                      State:
	_      __
	ZIP:_      _

	           Day Phone:
	_      __
	Evening Phone:_      _


hereby authorize the below-named provider to release information from my medical record, as indicated below, to Lexington Pediatrics, P.C.
	Provider Name:
	 _      __
	

	Address:
	_      __
	City:_      _

	State:
	_      __
	ZIP:_      _

	Phone:
	_      __
	Fax:_      _


Information To Be Released      Dates
	 FORMCHECKBOX 
History & physical exam
	
	I specifically authorize the release of

	 FORMCHECKBOX 
Progress notes
	
	information relating to:

	 FORMCHECKBOX 
Lab reports
	
	 FORMCHECKBOX 
Substance abuse incl. alcohol, drug

	 FORMCHECKBOX 
X-ray reports
	
	 FORMCHECKBOX 
Mental health incl. psychotherapy notes

	 FORMCHECKBOX 
Other: 
	
	 FORMCHECKBOX 
HIV related info incl. AIDS related testing


Purpose of Disclosure
	 FORMCHECKBOX 
Changing physicians
	 FORMCHECKBOX 
School
	

	 FORMCHECKBOX 
Consultation / 2nd opinion
	 FORMCHECKBOX 
Insurance
	

	 FORMCHECKBOX 
Continuing care
	 FORMCHECKBOX 
Workers compensation
	

	 FORMCHECKBOX 
Legal
	 FORMCHECKBOX 
Other: 
	


I understand that the information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer be protected by Federal privacy regulations.

By authorizing the release of information, my health care and payment for my health care will not be affected if I do not sign this form. 

I understand I may see and copy the information described in this form if I ask for it, and that I will get a copy of this form after I sign it. 

I understand that in compliance with Massachusetts statute, I may be required to pay a fee to the above provider to obtain or make copy of my medical record.

I understand that this authorization expires one year from the date below unless otherwise noted here: (alternate expiration date)_
I understand that I may revoke this authorization at any time by notifying the above-named provider in writing, and it will be effective on the date notified except to the extent action has already been taken in reliance upon it.

_______________________________
________________

Guardian or legal-age Patient Signature 
Date 

Please deliver the above patients’ medical record to:
Lexington Pediatrics, P.C.

19 Muzzey Street

Lexington, MA 02421
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