
 
 

206 Bedford Way  Franklin, TN 37064 
PH  615-790-3290  FAX  615-794-8845 

 
 

AUTHORIZATION FOR RELEASE OF PATIENT INFORMATION 
 

TO:  _______________________________________________________________________________________________________ 
(Name of doctor, the practice name, their members and employees) 
 
 
I authorize you to release and furnish to _____________________________________________________(Person to receive the  
 
records) all medical records in your possession regarding _______________________________________ (Patient’s Name). 
 
_______________Date of Birth 
 
_______________Social Security Number 
 
 
Please release the following information:      Information to be: 
□  Most recent complete history, physical examination    Mail to: 
□  Progress notes from (date) ______ to ______     ____________________________________ 
□  All laboratory summaries for same dates      ____________________________________ 
□  All x-ray reports for same dates       ____________________________________ 
□  Copies of x-rays        ____________________________________ 
□  Hospital admission, discharge summaries and operative reports    
□  Consultations from all doctors       Will pick up on: _____________________ 
□  Consultations from: __________________________ 
□  Reports form previous physicians      Fax to:  ____________________________ 
□  Itemized bill          
 
I understand that these records may contain information from other health care providers, as well as administrative data, which is not 
strictly medical in nature.  I additionally understand that these records may be sent the most expedient way including by fax.  Once 
released, you have no responsibility for any further release of the information by those I have authorized to receive it.  Finally, I 
release to you from all responsibility or liability that may arise from this authorization. 
 
Signed _______________________________________________ (Patient or Representative) 
 
Witness ______________________________________________ Date ____________________________________ 
 
This authorization will expire 90 days from the date of your signature unless you specify a different expiration date, event or 
condition here: _________________________________________________. 
 
I understand that I have a right to revoke this authorization at any time, except to the extent that release of information has already 
occurred in reliance on my prior authorization. 
 
I understand that in order to revoke an authorization, a written document stating the intent of the patient is to be either delivered in 
writing to the Privacy Officer of the Bone & Joint Clinic, PC. 
 
I understand that authorizing the disclosure of health information is voluntary.  I can refuse to sign this authorization.  Refusal to sign 
this form will not affect my receipt of treatment. 
 
 
Photo ID was provided:  YES   □   NO     □ 
If NO, specify type of patient identification provided:  __________________________________________________ 
 


