JOHNSON COUNTY

OBGYN

Christopher M. Lynch, MD Abigail R. Proffer, MD Jaclyn Piszczek, MD
Corinna A. Cooper, MD Jessica Williams, MD

REQUEST FOR RELEASE OF MEDICAL RECORDS

FULL NAME (PLEASE PRINT):

D.0.B.: S5# PHONE #.

l, __ » WOULD LIKE MY RECORDS TO BE:
(PATIENT'S NAME)

—— TRANSFERRED TO: TRANSFERRED TO:
JOHNSON COUNTY OBIGYN
7440 W. Frontage Road {NAME OF PHYSICIAN OR HOSPITAL)

Merriam, KS 66203

(ADDRESS)

NAME OF PHYSICIA
{ SICIAN) (PHONE/F AX NUMBERS)

EROM: FROM:

JOHNSON COUNTY OBIGYN
7440 W, Frontage Road
Merriam, KS 66203

(NAME OF PHYSICIAN)

(PHYSICIAN'S ADDRESS)

(PFHOME /FAX NUMBERS) (NAME OF PHYSICIAN)

MEDICAL INFORMATION YOU NEED:
— ALL RECORDS __ 3-5 YEARS BACK ___ _MOST RECENT PAP ___ MOST RECENT LAB/ULTRASOUND

OTHER:

REASON FOR REQUEST:
__PCP TRANSFERING CARE MOVING INSURANCE ____OTHER

| understara thal ha Meords W B3 ubsd of dstlosed punsuant o this aulhorization may conian cedain records relaling o paricipaion in tedaraly Aeaited dinig aed
aleonol abuse programe. informabion relating o dagncek and fleaiment of menlal healh {such a5 deprassion), skcohalc or dug counseling session provided  such noles
are maniained separately; indarmalion rdalicg e HIV lestng, HIV slalus, of AIDS. | undarstand that such indaimalise i@ subecl 1o speoial prodechons pursuanl iz 45 & F.R
184.308; 42 C.F.A. Part 2 K54 85-28010 el seq. and K. A A6:6001 et seq. By my signaire Bsles | anssrice B use or dsclosune of records cantEning such
infomation if thay are oihereise nckdked wilthis the scaps of this aethorization

Al thig lime, | urdensiand that ths authonzation may ha renked in wiling by ms at any Hime, escept Io tha eatenl Thet his schan hees besn aken. | understand tha any
feldape which was made pror boo oy evocalion in compliano with s sulharizalion sheil not consiibube 2 breach of mry rights % confidentality. | also understand 22 i the
Mecpaly or recereer of my medical reconds B not & R plan o heslth Gare provider, the resased nformabion may s lenger ke prolected by federl privacy regulations
and Fgy be redisclosed

THIS AUTHORIZATION WILL AUTOMATICALLY EXPIRE IN ONE YEAR FROM THE DATE OF SIGNATURE EXCERT AS SFECIFIED

[PATIENT SIGNATURE OR LEGAL REFRESENTATIVE] (DWATE]

{RELATIONSHIF IF NOT THE PATIENT) | (WITNESS)




