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Written authorization from the patient is required. By law, all items must be completed in order lo Process your request.

1. Print Patient's Name: ‘ Phone #:
2. Address: ‘ City/State/Zip:
3. Birth Date: / / social Security #: Medical Recard #:

4. I'authorize the use and/or disciosure of pratected health infarmation as described below.
a) Name of person or organization to release the medical record information:

[ Froedtert Hospital O Other
2200 W. Wisconsin Ave,
Milwaukee, Wi 53228

b} Name of Agency/Facility/ Person autharized 1o receive the information:
Address: City/State/Zip:
{If Known)

Appointment Date (i Applicable):
¢) Dateg of Hospltalization or Service;
)

d) Description of Information to be Released: Check all that Apply:

CJ History and Physical  [J Discharge Summary [ Pathology Report (s} [ CT Image(s)

() Consultation (7 X-ray repart(s) C1 CT or MRI Report {s) [ Mammogram Image(s)

[ Operative Report () (O EKG/Echo (] Billing Statements I MRI Image(s)

[ Lab Report (s) O ER Record CJ Nue Med Image(s)

= Other (] Ultrasound Image(s)
-OR- (] Angio Image(s)

(] Diagnostic Image(s)
(2 Complete Ghart  (Note: Do not check this box if you only need specific information from a specific date.) O Certified Copy

g) Check the reason as to why this information is to be released: {Note: This item is not required If the disclosure is requested by the patient)

7 Further medical care O Applicatian far insurance O Payment of insurance claim
(1 Disability determination [ Legal investigation (] Other:

5. This authorization is effective untl (if no date Is entered the authorization will be good for 1 year from date of signatura),
and covers records that were creaied or existing on or befare the date this authorization was signed, as well as records that are created after the
date this authorlzation is signed, up until the explration date.

6. lunderstand that the information to be released may include Information relating to the diagnosls and/or treatment of mental iliness, alcohol/drug
abuse, 5TD's, HIV tests results, developmental disabilities, and genetic testing results unless i give written instructions not to release such
infarmation.

7. 1understand that | have a right ta revoke this authorization at any time. If | revoke this authorization, | must do o in writing and presert my written revocation
{0 the Health Information Management Departrment,  understand that the revocation will ngt apply to Information that has already heen released.

8. lunderstand that | have a right ta inspect and/or receive a copy of the medical information fo be released and that | will be charged a fee for any
topies of the medical records that | receive, '

9. [ understand that, if the persons or organizations | authorize to recelve and/ar use the protected health information described In this form are niot
health plans, caovered health care providers or health care clearinghouses subject ta the federal health information privacy laws, they may further
disclose the protected health information and it may no longer be protected by federal health law.

10. Iunderstand this authorization does nat pertain to any protected health information maintained by the Medical College of Wisconsin,
1. I may refuse to sign this authorization, and that my refusal to sign will not affect my ability to obtain treatment,

Signature of Patient or Lagal Representative Date
If Signed by Lenal Representative, relationship to Patient Slgnature of Witness
r 1 Information released hy:
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