Jennifer Lovell, CRNP

15024 East Limestone Road, Suite F - Harvest, Alabama 35749

Phone: 256-262-0535 + Fax: 256-262-0536

AUTHORIZATION TO RELEASE OR OBTAIN MEDICAL INFORMATION
(Please fill in all blank areas)

Patient’s name: DOB:

Address:

Phone number: Alternative number:

| hereby authorize Tots and Teens Pediatric Clinicto ___ RELEASE ___ OBTAIN the following information
from my medical records: Immunization records/Progress notes/Lab results/referral notes/Pathology/
Mental Health/Procedure notes/X-ray Results/ER records/alcohol or drug testing

To/From:

Address:

Phone number: Fax number:

Reason for release of records:
___Transferring to another provider locally ___Moving out of town
___Insurance purposes __ Other:

By providing this Authorization, | understand as follows:

1. lunderstand this authorization is voluntary. | may refuse to sign this authorization but my treatment
and/or payment obligations will not be affected. However, PHI (protected health information) will
not be released without signature.

2. lunderstand that | may revoke this authorization at any time by notifying Tots & Teens Pediatric
Clinic in writing, but if | do, it will not have any effect on disclosures prior to receipt of the
revocation.

3. lunderstand that this Authorization will expire in 1 year from the date signed.

Signature of patient or Representative Date

Printed name of Representative and relationship (if applicable)

Signature of witness Date



