
 
 

MEDICAL RECORDS AUTHORIZATION FORM 
 

 
PAT IENT  NAME:________________________________ DAT E OF BIRT H:_______________ 

ADDRESS:_____________________________________________________________________ 

PHONE #:_____________________________ SOCIAL SECURIT Y:_______________________ 

 

I AUT HORIZE CART ERSVILLE OB/GYN T O O BTAIN MY MEDICAL RECORDS 
  

*FRO M:________________________________________________________________________

_ 

ADDRESS:______________________________________________________________________ 

PHONE #:__________________________________ FAX #:______________________________ 

 

O R 

 

I AUT HORIZE CART ERSVILLE OB/GYN T O RELEASE MY MEDICAL RECORDS 
 
*TO :_________________________________________________________________________ 

ADDRESS:______________________________________________________________________ 

PHONE #:__________________________________ FAX #:______________________________ 

 
CIRCLE THE REQ UESTED INFO RMATIO N: PAP SMEARS, OPERATIVE REPORT S, H&Ps, 
BIOPSY REPORT S, DISCHARGE REPORT S, X-RAYS, PAT H & LAB REPORT S, PRENAT ALS, OR 
ALL RECORDS. 
 

PATIENT SIGNATURE:____________________________________________________________ 

DATE:_____________________________ WITNESS:____________________________________ 

 

MEDICAL RECORDS MAY CONT AIN T HE FOLLOWING INFORMAT ION: 
OFFICE NOT ES, T REAT MENT , HOSPIT ALIZAT ION, AND/OR CARE FOR PSYCHOLOGICAL OR 
PSYCHIAT RIC IMPAIRMENT S, DRUG ABUSE, ALCOHOLISM, CONT AGIOUS, COMMUNICABLE 
OR VENERAL DISEASE, ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS), OR T EST  FOR 
OR INFECT ION WIT H HUMAN IMMUNODEFICIENCY VIRUS (HIV).  PAT IENT S REQUEST ING 
MEDICAL RECORDS WILL BE CHARGED A FEE OF $10.00, AND DOCT ORS REQUEST ING 
MEDICAL RECORDS REQUIRE NO FEE. 
 
 


