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                               MEDNOW CLINIC ELLSWORTH

          FAMILY PRACTICE AND WALK-IN CARE

                                                  5 Long Lane
                      Ellsworth, Maine 04605

                             (207) 667-4655

                                         (207) 667-2650 fax

Authorization for Release of Information

     ____________________________________________ Date of Birth       _____ /_____ /_____ 

                                    Patient Name                                                                                                                       month            day             year                                   

            Request that ________________________________ provide the information listed below to: 
                                  Where are records now: 






                           Record Destination:







Section 1: Specific information to be released:

Please Circle One

1. Office Evaluations                                    Yes                No

2. Psychiatric Records                                  Yes               No

3. X-Ray Reports                                           Yes                No

4. Lab Reports                                                Yes               No

5. HIV information                                        Yes               No

6. Mental Health                                            Yes               No

7. Other (please specify) _______________________
                                                   Section 2: Purpose of the above release:

                                                   This information is to be used (check all that apply):

□ To Provide ongoing treatment/ aftercare  

   Reason for transferring care:
 □ Coordinate treatment efforts with family/other 
 □ At the request of the individual (for personal use)          

□ Legal Matters                                                                 

□ Other reason:____________________________            

                        This authorization will expire 30 days from:  __________________.

                                                                                                         Today’s date

   Records may be sent complete or incomplete as desired. Incomplete records will be so designated.

         Future revocation of consent must be given in writing each time and must be signed for.

I have carefully read this form and wish to have the needed information released. I will not hold the above named responsible for any misuse of the information, which may occur.

                                ___________________________________      ___________________

                                         Patient’s signature/ parent if minor                                        Today’s Date

                                ___________________________________

                                            Relationship to patient
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