PIEDMONT

- FAMILY“PRACTICE -
Patient Name Doctor Name
Let Our Family Care For Your Family

493 Blackwell Road, Suite 202, Warrenton, Virginia 20186 « Tel: (540§ 347-4400 » Fax: 540-341-4249
Authorization for Release of Information

I hereby authorize Piedmont Family Practice to disclose the following protected health information to:

Physician/Practice OR/Patient
Address Address
Phone No. Phone No.

Pickup J or Mail O
The information to be disclosed should include the following:
O Any or all information in my medical record my physician thinks is appropriate
O Information limited to dates of service before '
0 Information limited to dates of service after
O Services related to the following:

Do not send any information relating to

U AIDS, ARC, or HIV Infection Q Alcohol or Drug Abuse Q Mental Health Disorders
Reason for Request:

O Medical Request (Continuing Care) O Life/Disability Insurance Request

O Health Insurance Request 0O Personal Request

O Legal Request O Other Request

O Medical Request (Transferring Care)

If transferring, why?
O Changing to a practice out of the area
O Changing to a different practice in this area (locally). If changing locally, why?

0O Insurance - change to:

O Dissatisfied with current physician/practice. Reason:
O Other

This authorization shall be in force and effect until

O Revoked by me
O The following specific date:
O The following:

at which time this authorization to use or disclose this protected health information expires.

I understand that I have the right to revoke this authorization, in writing, at any time by sending such written
notification to: The Piedmont Privacy Contact, 493 Blackwell Road, Suite 202, Warrenton, VA 20186. I
understand that a revocation is not effective to the extent that Piedmont Family Practice has already relied on
this authorization to use or disclose the protected health information.
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I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure by
the recipient and may no longer be protected by federal or state law.

PFP will not condition my treatment, payment, or eligibility for benefits on whether I provide authorization for
the requested use or disclosure.

I understand that I have the right to refuse to sign this authorization. I also agree to pay all fees associated with

this release, based on the fee schedule outlined below. I understand that all sections of this form must be
completed before it can be processed.

Signature of Patient or Personal Representative Date
(for identification purposes only, please include current address of patient, date of birth & SSN).

address City State zip

date of birth Social security number Phone Number

Printed Name of Patient or Personal Representative

Description of Personal Representative's Authority, if other than patient. (For example, Parent, Legal Guardian, etc.)

For Office Use Only
Standard Fees: (set by the State of Virginia):

Number of Pages Date Received:
Copying $0.50 / page, up to 50 pages

$0.25 / page thereafter MD Approval
Handling $10.00 per request Date copied

$0.50 / page for exclusions Date Released
Postage At cost Type of ID:

Total Fee:

Signature: : Date:
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