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	AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

	     Each Patient MUST Have a Separate Release Form
	

	Please Print Clearly

	Today’s Date: ____________________________

Reason for Request: __________________________________________________________ 
	 
	 

	Patient’s Legal Name: _________________________________________________________   DOB : __________/__________/____________        

	                                                                                                                                                                          MM            DD             YYYY




Patient’s Address: _______________________________________________________________________________________________________

Phone Number:  ________________________________________      Mother        Father        Self (18+ Years)


                                                                                                          Legal Guardian       Other: _________________ 

	

I hereby RELEASE and AUTHORIZE ALL Pediatrics to release the medical records of the dependent listed (or self if over the age of 18) including diagnosis, treatment, prognosis and recommendation, as well as other data pertinent to the patient's treatment to the following location listed below.  I hereby state that I am the child's parent or legal guardian and have the legal right to make and/or restrict healthcare decisions regarding this child, and that my parental authority has not been terminated or restricted by the courts.

	
Signature: _________________________________________________      Print Name: _____________________________________________

	

	FOR RELEASE OF HIV / DRUG / ALCOHOL AND/OR PSYCHIATRIC INFORMATION

	AN ADDITIONAL SIGNATURE IS REQUIRED BELOW.

	





Signature: _____________________________________________      Print Name: _________________________________________

	ALL MUST BE PREPAID IN OFFICE OR OVER THE PHONE
 Medium and Fee:
 CD $5                                        USB $10                                        Printed $25  
(CD BY DEFAULT IF NONE SELECTED)
Please allow 10-15 business days for processing



	A
 MAIL RECORDS TO:
            
PICK     UP:
 Alexandria                                        Lorton                                        Lake Ridge

Please Complete All Information Below To Have Records Mailed
Name: ___________________________________________________________________________________________





Street Address: ____________________________________________________________________________________






City: ________________________________    State: _________________________     Zip: _______________________



Please email or fax completed form to: medicalrecords@allpeds.com or 703-499-9670
