
PATTIE J GROVES HEALTH CENTER


MOUNT HOLYOKE COLLEGE

SOUTH HADLEY, MA 01075

TEL # (413) 538-2121

FAX # (413) 538-2352

RECORD RELEASE AUTHORIZATION

PATIENT’S FULL NAME: ____________________________________________________________





(Indicate maiden/former name, if applicable)

PATIENT’S CURRENT ADDRESS _____________________________________________________





          _____________________________________________________

ID # ​​​___________________________________ CLASS _____________ DOB ____________________

I hereby authorize and request

_____________________________________________

              (Print full name & address)

_____________________________________________






_____________________________________________

To release the following:

______ Immunization records 

______ Copy of most recent physical exam, including diagnostic test 

reports (include most recent Pap & Pelvic)


______ Copies of ALL MEDICAL RECORDS from _______________ to ____________

______ Other (state specific portions of medical record desired)



________________________________________________________________________

I AM NOT GIVING PERMISSION FOR ANY REDISCLOSURE OF THIS INFORMATION OTHER THAN AS SPECIFIED ABOVE. 

PLEASE FORWARD COPIES OF SUCH RECORD TO:  PATTIE GROVES HEALTH CENTER








        MOUNT HOLYOKE COLLEGE








        SOUTH HADLEY, MA 01075

SIGNATURE: ___________________________________________
DATE ____________________



     (Patient or Guardian’s Signature) 

1.) I understand that my record may contain information in reference to treatment for substance and/or alcohol abuse, psychiatric treatment, sexually transmitted diseases, social service notes, or sensitive information. I agree to its release unless specified otherwise (please explain limitations). 

SIGNATURE: ______________________________________
  DATE ___________________ 

                                  Patient/Legal Guardian – Relationship 

2.) I understand that my medical record may contain information relating to HIV (AIDS) testing or treatment and I agree to its release. 

SIGNATURE: ________________________________________         DATE ___________________ 

                                Patient/Legal Guardian – Relationship

     Note: 
If any party other than patient gives such consent, their capacity must be specified (i.e. parent, guardian, etc.) persons aged eighteen (18) years or older must authorize their own individual record release.

THERE MAY BE A SERVICE CHARGE FOR THE COPYING OF RECORDS

