Authorization/Request For Release of Medical Records Information
I,  






 SS#: ______/_____/____DOB:_____/_____/_____
Address:__________________________________
City:____________ State:______ Zip Code: _____
Phone#: (_____)  _________-__________

Authorize: 





 Address:______________________________________
City:_______________ State:______ Zip Code: ______
Phone#: (_____)  _________-__________

Fax#: (_____)  _________-____________
to release the information specified below, in accordance with the laws of Commonwealth of Virginia, and facility policies.
Dates of Service:
to  

Information to be Released:
· Complete Chart*
· History & Physical Exam
· Discharge Summary

· Emergency Department Report

· Consultation Report

· Operative Report
· Pathology Report

· 
Physician Progress Notes
· Laboratory Report

· Radiology/Imaging Report

· EKG Report

· Psychiatric Records
· HIV Records*

· Drug & Alcohol*

· Other: 

*Complete chart requests do not include psychiatric, drug and alcohol or HIV records unless specifically requested on this form.
Person/Facility to Receive Information:

· Seyed Hashemi, MD, FACC

Dominion Cardiac Care P.C.- Stafford
125 Hospital Center Blvd., suite 315
Stafford, VA 22554
· Seyed Hashemi, MD, FACC

Dominion Cardiac Care P.C.- Woodbridge
14904 Jefferson Davis Hwy, suite 202

Woodbridge, VA 22192
This information is being disclosed for the following purpose: Continuing Care
Authorization to Release Information:
1. I understand the information in my health record may include information relating to sexually transmitted diseases (STD), acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information about behavioral or mental health service, and treatment for drugs and alcohol abuse.

2. I understand that I may revoke authorization at any time.  I understand that if I revoke this authorization, I must do so in writing and present my written revocation to the Health Information management department.  I understand that revocation will not apply to information that has already been released in response to this authorization. I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.  Unless otherwise specified, this authorization will expire one year from the date signed.

3. I understand that this authorization is voluntary and that I may refuse to sign this authorization.  My refusal to sign will not affect my ability to obtain treatment; receive payment; or become eligible for benefits unless allowed by law.
4. I understand that after the custodian of records discloses my health information, it may no longer be protected by federal privacy laws.

5. By signing below I represent and warrant that I have authority to sign this document and authorize the use or disclosure of protected health information and that there are no claims or orders pending or in effect that would prohibit, limit, or otherwise restrict my ability to authorize the use or disclosure of this protected health information.

Signature of Patient or Legal Representative: _________________________________Date:________________

     Parent or Legal Guardian
  
   Medical Power of Attorney

Next of Kin Deceased

Executor of Estate

