Request for Medical Records

Patient’s First Name Patient's Last Name Mi
Mailing address

Physical address

Date of Birth Phone Number

Authorization to Disclose Personal Health Iinformation

What office(s) are we requesting your medical records from? Patient's medical records to be sent to:

Crazy Mountain Family Medicine
PO Box 978 Big Timber, MT 59011
Phone: 406-932-7100
Fax: 406-932-7102

This patient has come to our office for their healthcare needs. At the patient's request, please forward all of their
medical records, including specifically the things marked below:

O Radiology Reports (X-rays, MRIs, Ultrasounds, etc) (O Hospital Medical Records

QO Pathology Reports (Labs) O Clinic Medical Records

O Immunization records (O Outpatient records

(O Behavioral or Mental Health Issues O Sexually Transmitted Diseases (STDs)

(O Psychiatric Records O Sexual Assault Nurse Examiner Reports
O Alcohol and Drug Treatment (O Other records

O Acquired Immunodeficiency Syndrome (AIDS) O Human Immunodeficiency Virus (HIV)
O Specific Date(s): to (If no dates are specified, the last two {2) years will be released.)

The purpose of this authorization is

O - At my request O - Transfer of care O - Other:

By signing this authorization, | understand that:

e | have the right to revoke this authorization at any time. Revocation must be made in writing and presented
to Crazy Mountain Family Medicine. | understand that | cannot revoke authorization for information that has
already been released in response fo this authorization. Additional information regarding the individual’s right
to revoke an authorization is found in Crazy Mountain Family Medicine's Notice of Privacy Practices.

e lunderstand that this authorization is voluntary. | can refuse to sign this authorization. | do need not sign this
form in order to receive treatment, payment for services, enrollment or eligibility for benefits. | understand that
| may inspect or copy this authorization as provided.

e lunderstand that any disclosure of information under this authorization carries with it the potential for an
unauthorized re-disclosure by the recipient and, after it is disclosed, the information may not be protected by
state or federal confidentiality rules.

* Ifl have questions about disclosure of my health information, | can contact Crazy Mountain Family Medicine.

Patient's Signature - or ~ *signature of the Responsible Party Today’s Date
QO Patient is a minor and cannot sign for themself.

*Please print the name of the person signing for the patienf:
*What is the relationship of the person signing to the patient:




