
 
Authorization to Use or Disclose Health Information 

(Request for Medical Records) 
 

Patient Name: ____________________________________________ Date of Birth: _______________ 
  Please print full name 
 

1. I authorize the use or disclosure of the above named individual’s health information by 
Summer FamilyCare. 

2. Previous Doctor or Practice Name:______________________________________________ 

        Address:  _________________________________________________________________ 

        Phone #_____________________________   

3. I understand that the information in my health record may include information relating to 
sexually transmitted disease, HIV/AIDS, behavioral or mental health services or alcohol and 
drug abuse. 

4. The information identified above may be used or disclosed to the following individual(s) or 
organization(s), and please mail records to:       

 
Summer FamilyCare 
6614 Shallowford Road, Ste. 100 
Lewisville, NC  27023 
Ph: (336) 945-0277 Fax: (336) 945-0213 

(if limited, specific information requested , may fax to above number) 
 

5. This information for which I am authorizing disclosure will be used for the following purpose: 
□ Transferring Primary Care  
□ My personal use  
□ Sharing with other health care providers 
□ Other: ___________________________________________________________________  

Records requested:  □ Progress Notes  □ Imaging/Lab Results  □ Consult Notes   

□ All Records,   □ Specific information:  ______________________________ 

6. I understand that I have a 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 medical record 
department. 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 contest a claim under my policy. 

7. This authorization will expire on ___________________. If I fail to specify an expiration date, 
this authorization will expire in six months from the date of this authorization. 

8. I understand that once the above information is disclosed, it may be redisclosed by the 
recipient, and the information may not be protected by the federal privacy laws or regulations. 

9. I understand the use or disclosure of the information identified above is voluntary. I need not 
sign this form to ensure access to medical treatment. 

 
     10.         I understand that there may be a charge billed to me from the office sending the records.            
        The amount of this fee, if any, is solely determined by the sender, NOT by Summer   
        FamilyCare. 

 
_____________________________________________  _________________________ 
Signature of patient or legal representative     Date 
 
If legal representative, name and relationship to patient:____________________________________ 
 
_____________________________________________  _________________________ 
Signature of witness       Date 


