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CARTERSVILLE PEDIATRIC ASSOCIATES, PC 
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 

 
Patient Name: ______________________________________________________________ Date of Birth: ______________________ 

Parent/Legal Guardian Name:  ________________________________________ Phone: ____________________________________ 

Address: ______________________________________________________ City: _______________ State: _____ ZIP: ___________ 

RECEIVING PARTY 

□ Mail records to: 

Name: __________________________________________________________________ 

Address: ________________________________________________________________ 

City: ________________________________ State: _____________ ZIP: ____________ 

Phone: ____________________________ Fax: _________________________________ 

□ I will pick up my medical records in person. 

□ I authorize ____________________________________to pick up my medical records in person. 
(Name of person authorized to receive records) 

 

INFORMATION AUTHORIZED FOR DISCLOSURE: 

□ Complete Medical Record 

□ Medical History and Physical Exam 

□ Immunization Records 

 

□ Progress Reports 

□ Lab Results 

□ Other: _____________________(please specify)

PURPOSE OF DISCLOSURE: 

□ Personal Request 

□ Transferring Records to a Different Doctor 

□ Continuing Medical Care/Specialist 

 

□ Legal Action/Review 

□ Insurance Reimbursement 

□ Other: _____________________(please specify) 

 Unless otherwise revoked, this authorization will expire on ___________________.  If I do not specify an 

expiration date or event, this authorization will expire ninety (90) days from the date on which it was signed. 

 I understand that I have the right to revoke this 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 provider(s) of care. I understand that the 

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 review or 

contest a claim. 

 I understand that any disclosure of healthcare information carries with it the potential for unauthorized and future re-

disclosures, as allowed by HIPAA and other federal privacy rules.  

 I understand that this facility, its employees, officers, and physicians are hereby released from any legal responsibility 

or liability for disclosure of the above information to the extent indicated and authorized herein. 

 

______________________________________________________  ____________________________ 

SIGNATURE OF PATIENT OR PARENT/LEGAL GUARDIAN  DATE 

 

_____________________________________________________ 

RELATIONSHIP (If not patient) 

 


