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_________________________________________________________             __________________ 
                           Patient name                                                        Date of birth 

_________________________________________________________________________________________ 
Patient address  

 
I authorize the release of the following parts of my medical record:  Please check box (s) below.  

□  COMPLETE MEDICAL RECORD          □Other:____________________________ 
 

I authorize the release of my medical records for : 

□  Transfer of care:________________________        □ Other:_____________________ 
 
 
                                                                                                                                                                              

                     
 
 
 

Please initial EACH area that you wish released : 
 

I understand  that I must give special permission to release MENTAL HEALTH, DRUG 
and/ or ALCOHOL ABUSE TREATMENT, and HIV/AIDS related records. 
______ I DO authorize release of information regarding mental health treatment. 
(initial) 
______ I DO authorize release of information regarding drug or alcohol abuse treatment. 
(initial) 
______ I DO authorize release of information regarding HIV/AIDS diagnosis/treatment. 
(initial) 
______ I DO NOT wish to review any records before they are released. 
(initial) 
 

       Please check box and sign :  

 
□  Release medical records  TO:   DFD Russell Medical Centers 
 
FROM Provider name:______________________________________________________________________ 
Town/City__________________________________Telephone: _______________ Fax#:________________ 
   

Signed by:________________________________________________ Date:__________________ 
                                        (Patient or legal representative signature) 
 

This release will expire one year from date of signature 
       This release will expire one year from the above date unless otherwise changed by the patient.   
         This authorization can be revoked at any time with a written, signed and dated notification.  
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