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AUTHORIZATION TO RELEASE MEDICAL RECORDS FROM CALIFORNIA PAIN AND SPINE CARE

Patient Information:

Name of patient: 	 Date of birth: 	

Address: 	

City, state, zip code: 	Phone #: 	


I hereby request and authorize California  Pain and Spine Care to  release my records to  

Name of person/institution: 	

Address: 	 City, State, zip code: 	

Phone #: 	 Fax#: 	

The type of information to be disclosed is as follows (check all that applies):

   All medical records	 Office notes	 Imaging reports		Procedure notes		 Other



Please mail or fax records to:	Name of Facility: ______________________________________________
Address: _____________________________________________________
City______________, State____________________, zip code: _________
PHONE: _______________ FAX: _____________

This authorization shall be in effect until the information has been forwarded as requested or until the course of treatment is complete.	Patient Rights:

· I have the right to revoke this authorization at any time.
· I may inspect or copy the protected health information to be disclosed as described in this document.
· Revocation is not effective in cases where the information has already be disclosed but will be effective going forward.
· Information used or disclosed as a result of this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal or state law.
· I may refuse to sign this authorization and my treatment will not be conditioned on signing.
· I understand released information may include communicable disease diagnosis such as HIV.



Signature of patient or personal representative	Date


Description of personal representative’s authority (attach necessary documentation)
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