
Instructions for Requesting Medical Records

We are in receipt of a medical records request. Only the patient or the patient’s legal representative can authorize a release of medical records. All requests must include a copy of photo identification and proof of legal representation or a Court Order.


1. Please complete the Authorization for Release of Medical Records.

2. Provide a copy of or bring patient’s photo ID

3. Email this completed form to: medicalrecords@aliyahg.com


4. Fees:
a. No cost for patients who bring this completed form and ID to the treatment facility. Medical records will be provided at the facility. 
b. For electronic requests fee of $6.50 payment required prior to release of medical 
records. This completed form and copy of ID required. 
c. Mailing medical records is 25¢ per page, payment required prior to release of any 
records. This completed form and ID required. 

PLEASE COMPLETE THE FOLLOWING FORM IN IT’S ENTIRETY. IF ANYTHING IS LEFT BLANK OR IS INCOMPLETE. THE REQUEST FOR MEDICAL RECORDS CANNOT BE APPROVED
[image: ]









Patient Name: 	Phone:___________________________

Address:  ____________________________________________________________________________________

Date of Birth: 	/ 	/ 	Date of Service: 	
Type of Identification Shown:  	________________________
Name of Facility & State where services were completed: _______________________________________________

 	Mail__ 	Fax 	_____Secure Email or Pick-Up: 	Paper 	CD.  Pick-up date/time:  	

Email Address/Fax Number: _______________________________________________________________________

I hereby authorize [Aliyahg and affiliated entities] to use and disclose to 	or allow review  	



Name of Facility or Person	Phone	Fax



Street Address	City	State	Zip Code
The purpose for the release of information at the request of the individual is (INITIAL):

	 	Continued Treatment
	 	Personal Use
	 	Patient Communication (Behavioral

	Health)
	
	

	 	______Insurance
	 	______Legal Action
	 	_____Other, please specify:  	



The specific Medical Reports to be disclosed shall include: INITIAL each that applies.

 	All Diagnostic Test Results	 	Lab Reports Only
 	Discharge Summary (Clinical Resume)	 	Therapy Records
 	Consultation	 	Progress Notes
 	Complete Record	Other (specify)  _____________________

I understand that this authorization extends to all or any part of the records designated above, which may include psychiatric information, and/or alcohol/drug abuse and/or AIDS (Acquired Immunodeficiency Syndrome), and/or may include result of an HIV test or the fact that an HIV test was performed. I expressly consent to the release of information as designated above unless initiated below or otherwise required by law.
May NOT include information related to (please initial): 	HIV/AIDS 	Mental Health 	Drug and/or Alcohol Abuse



If I fail to specify an expiration event or condition, the authorization will expire in one year. I understand that this authorization is revocable upon written notice to the office where the original authorization retained, except to the extent that action has already been taken on this authorization. I understand that my protected health information that is used or disclosed under this authorization may be subject to re-disclosure by the recipient and the privacy of protected health information may no longer be protected by law. I further understand that [Aliyahg and affiliated entities] may not condition the provision of treatment, payment, enrollment in the health plan, or eligibility for benefits on the provision of this authorization. I understand that I will receive a signed copy of this form.

	Patient/Legal Representative or
Parent/Legal Guardian Signature:
	

	Date:
	

	Time:
	





OFFICIAL USE ONLY:

	Employee Completing Records Request Signature:
	

	Date:
	

	Time:
	





FOR PATIENT:

My signature below indicates that I wish to revoke this authorization.

	Patient Signature: 
	

	Date:
	

	Time:
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