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AUTHORIZATION TO OBTAIN OR TO RELEASE MEDICAL INFORMATION
I authorize Vidalia Immediate & Primary Care, LLC to release or obtain my medical records upon request in person, by fax, or by mail to the address or fax number specified at the time of this request.  Please release all my medical records unless otherwise noted.

Patient Name: ________________________________________________________________________

Date of Birth: _________________    SSN: __________________________ Phone: __________________

_____ TO OBTAIN ALL my medical records FROM: ________________________________________________
Address/Phone number _____________________________________________________________________

____ TO RELEASE ALL my medical records TO: ___________________________________________________
Address/Phone number______________________________________________________________________
This authorization will expire ONE year from the date of the signature below.  I understand that I can revoke this authorization at any time in writing to the healthcare provider, but that revoking this authorization will not affect disclosures made or actions taken before the revocation is received. 

__________________________________________________			______________________
Patient Signature (or authorized Representative)				Date

__________________________________________________			_______________________
Name of authorized Representative						Date

__________________________________________________			________________________
Witness										Date
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