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MEDICAL INFORMATION RELEASE FORM (Part a)

The Medical Information Release Form must be accompanied by the Medical Referral Form:

When a medical evaluation and/or recommendation is advised or required, written and active communication between the participant, the Church and the personal physician (or healthcare provider) is strongly recommended.  The below sample Medical Information Release Form should be used or modified for such purposes.

	1)  I hereby authorize Dr.      

 FORMTEXT 
     

 FORMTEXT 
      to release the following information from the medical record of:

	Patient’s Name:
	     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
	Patient’s Address:
	     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

	Telephone #:
	     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
	Date of Birth:
	     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

	2)  Information to be released:

	 FORMCHECKBOX 

	 Exercise test
	 FORMCHECKBOX 

	 Most recent history and physical exam

	 FORMCHECKBOX 

	 Most recent clinic visit
	 FORMCHECKBOX 

	 Consultations

	 FORMCHECKBOX 

	 Laboratory Results (specify date:      /     /     )
	 FORMCHECKBOX 

	 Other (     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     )

	3)  Information to be released to:

	Name of Person / Organization (Church):
	     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

	Person / Organization’s Address:
	     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

	Telephone #:
	     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

	4) Purpose of disclosure information:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	5)  I do not give permission for disclosure of this information other than that specified above.

	6)  I request that this consent become invalid 90 days from the date I signed it.  I understand that this consent can be revoked at any time except to the extent that disclosure made in good faith has already occurred in reliance of this consent.

	

	Patients Name: ______________________________________________
	DATE: ___________________________

	Patients Signature: ______________________________________________
	DATE: ___________________________

	
	

	Witness Name (please print): _______________________________________
	DATE: ___________________________

	Witness Signature: _______________________________________________
	DATE: ___________________________


The information and suggestions presented by Philadelphia Indemnity Insurance Companies in this loss control technical resource form are for your consideration in your loss prevention and risk control efforts. They are not intended to be complete in identifying or reporting on every possible or significant hazard at your premises, preventing possible workplace accidents, or complying with all of the local, state or federal health & safety related laws or regulations. The material enclosed within this loss control reference source is intended and encouraged to be altered or redesigned by you to specifically address your hazards.


