Dowell Health Center  
 Tel. 410-704-2466/Fax 410-704-3715
CONSENT FOR RELEASE OF PROTECTED HEALTH INFORMATION
 Patient Name: 




 TUID# 


 Birth date: 



If patient surname has recently changed, indicate previous name:






Relationship of Requesting Individual to Patient:  ( Self   (  Other* _____________________________                           *Describe authority to act for the patient:___________________________
Tel/Fax of requesting individual: Tel



Fax





I hereby authorize (name of individual/facility)






   to release the above-named patient’s protected health information indicated below:   

( Complete health records (including lab, x-ray and other test results, consultant reports, progress notes, etc.) covering the period from: Date: __________ to Date: ___________
( History and Physical exam performed on Date: _______________________________ 
( Inpatient Discharge Summary from hospitalization on Date(s): ___________________ 
( Emergency or Urgent Care center visit(s) from Dates(s):_________________________ 
( GYN records, annual GYN exam, PAP other test results performed on Date: _________ 
( Immunization records from Date: _____________to Date: ______________ 
( Other:_____________________________________________________________ 
Purpose of disclosure of information:  ( At patient’s request 
( Continuity of care of patient  ( Verification of services provided for insurance payment purposes 
( Research purposes
( Other_________________________________________________________ 
Person/institution to whom information is to be disclosed: 






 
 
( Dowell Health Center


( Address of outside health care facility:
     8000 York Road 










     Towson, Maryland 21252









                                                                    
Tel


Fax




                                                      
Expiration date (may not exceed one year):__________________ 
 
I understand that if the records I’ve requested are more than 5 pages or for any purpose other than continuity of medical care, there will be a $5 charge.

I understand that medical records to be released may contain sensitive information related to sexually transmitted disease, alcohol/drug use, or mental health, and that my signature authorizes the release of this information unless I indicate this information should be withheld by checking and initialing here_______. 

I understand that the Dowell Health Center may not condition its provision of treatment on my signing this authorization, with the following two exceptions: 
1. If I refuse to authorize disclosure for research purposes, Dowell Health Center may refuse to provide treatment related to that research 
2. If I refuse to authorize disclosure to a third party, Dowell Health Center may refuse to provide health care that is solely for the purpose of disclosure to that third party (e.g. Physical Exam to Nursing or Athletic Dept)

I understand that I may revoke this authorization at any time, by writing to the Medical Director at Dowell Health Center. The revocation will become effective on the day the University receives it, except to the extent that:(a) the University has made a disclosure before the effective date of the revocation; or (b) if the authorization was obtained as a condition of obtaining health insurance coverage, other law provides the insurer with the right to contest a claim under the policy or the policy itself.  

Individual’s Name* (Print)




Tel. # 




Signature_________________________________________

Date: 
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