Pediatric Associates of Franklin

Medical Records RELEASE Authorization

RELEASE of Medical Records:

As parent or legal guardian of the following child, I hereby authorize Pediatric Associates of Franklin to copy, release, and forward the complete patient medical record.  I authorize that any and all information be released regarding my child’s physical or mental condition.  I also authorize the release of psychiatric/psychotherapy records, mental health records, HIV, drug and alcohol treatment information under the same terms and conditions.

Patient’s Name: ______________________________________________________

Date of Birth: ______________________ Social Security_____________________

Please Send Records To: 

Name: ______________________________________________________________

Address: ____________________________________________________________

City: ________________________State:____________Zip:___________________

I hereby authorize the release of the above patient’s medical record.

Patient’s Signature__________________________ Date: ____________________

(Parent or Legal Guardian’s Signature If Child Is a Minor)

Parent’s Home Phone: _____________ Cell: _____________Work:____________

Signature of Witness: ________________________ Date: ____________________

Pediatric Associates of Franklin

Record retrieval requested after records are placed in off site storage cost $30.00 to retrieve. Please request a copy of your child’s immunization record for future use.

* Use to Send Records to another Doctor’s Office

* Use for Parent who wants a to Pick Up a copy of child’s record
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