GOODMAN CAMPBELL

I

Release of Medical Records

Patient Name: Date of Birth:
Street Address:

City: State: Zip:

Telephone:

| hereby voluntarily authorize and consent to disclosure of my health records and/or information as stated below.

| understand that | may refuse to sign this authorization and that my refusal will not affect my ability to obtain
services, treatment or payment for services; unless services provided are solely to create health records for a third
party, such as physical and drug testing for an employer or insurance company; or if treatment provided is research
related and authorization is required for the use of health information for research purposes.

| understand that | may see and copy the information described in this form if | ask for it.

Unless limited below, | understand that this release also pertains to records whose confidentiality is protected

by either Federal Regulations (42 CFRPart2) or State Law (IC 16-39-2) concerning hospitalization or treatment
including but not limited to, information regarding treatment and related services for alcohol and/or substance
abuse, communicable disease documentation, human immunodeficiency virus (HIV) or for mental health treatment

or counseling.

| authorize Goodman Campbell Brain and Spine to release information to:

| authorize Goodman Campbell Brain and Spine to obtain information from:

For the purpose of:

Continuing care Insurance Attorney/legal
Referral to a specialist Workers comp Personal
Change of doctor/provider Social services/disability determination

Documents requested:
Clinic notes Radiology reports Nursing notes Pathology reports
Progress notes Lab/testing reports Operative reports Discharge summary
History & physical Urgent Care Other:

Images:

| understand that this authorization is voluntary and that | have the right to revoke it at any time prior to its
expiration date by written notification to Goodman Campbell Brain and Spine. This revocation will not have any
effect on the information released pursuant to this Authorization before the revocation. | understand that the
information released may be subject to redisclosure by any recipient and no longer protected by federal privacy laws.

Patient Signature: Date:

Parent/Legal Guardian/Representative of the above patient: Date:

Copy of this Authorization Given to Patient. Information used or disclosed because of this authorization
may be further disclosed by the recipient and therefore no longer protected.

In Office purpose only
Records released by: Date:
Imaging provided by: Date:

Please fax your completed form to (317) 396-1375

www.GoodmanCampbell.com ¢ 13345 lllinois St., Carmel, IN 46032 « (317) 396-1300
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