REQUEST TO RELEASE MEDICAL RECORDS TO:
BRADENTON EAST INTEGRATIVE MEDICINE, PA
8614 EAST STATE ROAD 70 SUITE 200 BRADENTON, FL 34202

941-727-1243

FAX: 941-751-9039

                          KAREN BRAINARD, MD_____       ROBIN JAMES, ARNP_____

VICTOR KIM, DO ________             KINGA PORTER, DO _______
         DEB COUPLAND-PORTER, ARNP ________

              FROM:____________________________________________________
                 NAME OF HEALTHCARE PROVIDER/PHYSICAN/FACILITY 
___________________________________________________________________
STREET ADDRESS

___________________________________________________________________
                                                                            CITY, STATE & ZIP

PHONE (           )                                                                    FAX (            )
___________________________________________________________________________________

PRINT PATIENT’S FULL NAME

____________/____________/____________                    ____________-_____________-____________

DATE OF BIRTH                                                                 SOCIAL SECURITY NUMBER

______________________________________________         ___________/_________/_________

                     SIGNATURE OF PATIENT OR GUARDIAN                                                        DATE

I HEREBY AUTHORIZE USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION ABOUT ME AS DESCRIBED BELOW FOR THE PURPOSE OF CONTINUITY OF CARE
__________ COMPLETE MEDICAL RECORDS     __________ LAB TESTS

__________ X-RAYS      __________ EKG/ECG/CARDIAC STUDIES

__________ CONSULT REPORTS
I UNDERSTAND THAT THE INFORMATION IN MY HEALTH RECORD MAY INCLUDE INFORMATION RELATING TO SEXUALLY TRANSMITTED DISEASE, AQUIRED IMMUNODEFICIENCY SYNDROME (AIDS), OR HUMAN IMMUNODEFICIENCY VIRUS (HIV). IT MAY ALSO INCLUDE INFORMATION ABOUT BEHAVIORAL OR MENTAL HEALTH SERVICES, AND TREATMENT FOR ALCOHOL AND DRUG ABUSE OR SELF-PAID SERVICES. YOU ARE HEREBY SPECIFICALLY AUTHORIZED TO RELEASE ALL INFORMATION OR MEDICAL RECORDS RELATING TO SUCH DIAGNOSIS, TESTING, OR TREATMENT, UNLESS SPECIFICALLY EXCLUDED BELOW:

____________________________________________________________________________________                

THIS AUTHORIZATION WILL EXPIRE ONE YEAR FROM THE DATE OF SIGNING.
THE PATIENT MAY REVOKE THIS AUTHORIZATION AT ANYTIME UPON WRITTEN REQUEST.
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I ACKNOWLEDGE THAT THE DISCLOSED INFORMATION MAY NO LONGER BE PROTECTED BY THE PRIVACY PRACTICES OF THIS    PRACTICE.
