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Dowell Health Center (DHC)
8000 York Road

Towson, MD 21252-0001
Phone: 410-704-2466 / Fax: 410-704-3715

	PATIENT INFORMATION (Please Print)

	LAST NAME (PLEASE PRINT)


	FIRST NAME
	MIDDLE INITIAL
	TU ID#

	STREET ADDRESS


	BIRTH DATE

	CITY                                                                                  STATE                                                          ZIP


	PHONE #

	         I REQUEST TOWSON UNIVERSITY HEALTH CENTER TO RELEASE MY RECORDS TO:         



	NAME (PLEASE PRINT)


	Address


	City/State
	ZIP
	Phone#:

Fax#:



	        I REQUEST TOWSON UNIVERSITY HEALTH CENTER TO RECEIVE MY RECORDS FROM:         



	NAME (PLEASE PRINT)



	Address


	City/State
	ZIP
	Phone#:

Fax#:



	CHECK APPROPRIATE BOX


	            MAIL         
	             PICK UP    
	          FAX
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	INCLUDES
	From Date……. To Date
	[image: image3.png]



	EXCLUDE

	
	Full Medical Record
	
	
	HIV-RELATED INFORMATION

	
	History & Physical Exam
	
	
	COMMUNICABLE DISEASE-RELATED INFORMATION

	
	GYN Records
	
	
	ALCOHOL/DRUG ABUSE-RELATED INFORMATION

	
	Immunizations
	
	
	MENTAL HEALTH DIAGNOSIS/TREATMENT INFORMATION

	
	Emergency/Urgent Care Visit
	
	
	

	
	Inpatient Discharge Summary
	
	
	

	
	Laboratory Tests
	
	
	

	
	PPD, Radiology Results
	
	
	

	
	Other:
	
	
	

	PURPOSE OF DISCLOSURE OF INFORMATION:        Verification of services for insurance payment purposes

       At patients request             Continuity of care of patient        Research Purposes         Other___________________________ 

	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 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.  

Charges may apply for requested records.



	NAME (PRINT)


	PHONE #

	SIGNATURE


	DATE


   
AUTHORIZATION TO RELEASE MEDICAL INFORMATION





This authorization will expire automatically sixty days from the date signed. I understand that I may revoke this authorization at any time by writing to the Director at Dowell Health Center, but it will not affect information previously sent.





OFFICE USE ONLY:  	DONE BY:__________   ____    ON:________________    ID TYPE:__ ______________    MAIL: ______     PICK-UP: ______     FAX: ______        











