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AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 
 

Patient Name: ________________________________________     Date of Birth: _________________     MRN: ________________  
                                  (for office use only) 
Address: __________________________________________________________     Last 4 digits of SS#: _______________________  
 

City/State/Zip: _____________________________________________________     Phone: _________________________________  
 

 
OBTAIN RECORDS FROM:       RELEASE RECORDS TO:  
 

Practice Name:  Gastroenterology Associates of the Piedmont  Name: ___________________________________________  
 

Address: Winston-Salem, Kernersville, Clemmons, King   Address:  _________________________________________  
 

Phone: (336) 448-2427_____            Fax: (336) 765-2869_____  Phone: ___________________     Fax: __________________ 
 

 
Indicate which records you would like released: 
 

□ Office notes       □ Labs       □ Imaging report(s)       □ Procedures/Pathology       □ All records       □ Other: ___________________ 
 

Date(s) of information to be disclosed: 
 

From: _______________    To: _______________  
 

Purpose of the release: 
□For another doctor   □Personal use   □New gastroenterologist   □Continuation of care   □Other 

 
If this section does not apply to you, check N/A.  By law, records related to certain conditions have special protection.  Indicate 
whether you authorize the release of information regarding each of the choices below: 

 

The diagnosis or treatment of AIDS, including results of HIV tests       □N/A     □Yes     □No 

The diagnosis or treatment of drug and/or alcohol abuse        □N/A     □Yes     □No      

The treatment and/or consultation for mental health or psychiatric disorders         □N/A     □Yes    □No         
 

 

Expiration Date: This authorization will expire in ninety (90) days unless otherwise indicated. 
 

1) This authorization can be revoked at any time according the GAP privacy practices.  This request must be made in writing and sent 
to the same place as the original request.  Attach a copy of this release if possible.  Treatment, payment, enrollment in any health 
plan is not conditioned on signing this authorization.  

2) Once records are released, the information is not protected by GAP and may potentially be re-disclosed by the party who received 
them.  GAP, its employees, officers, and attending physicians are released from legal responsibility or liability for release of the 
above information to the extent indicated and authorized. 

3) I have read and understand this information.  I, the patient or a person authorized to act on behalf of the patient to sign this 
document, have received a copy of this form verifying authorization for the use or disclosure of the protected health information 
under the above stated terms. 

 

I authorize the release of medical information as indicated above. 
 

________________________________________________________________   ___________________________________  
Signature of patient (or legal representative and relationship to patient)         Date 
 
________________________________________________________________   ___________________________________ 
Signature of witness              Date     

Revised 11/10/2017 


