Blue Ridge Family Physicians
2605 Blue Ridge Road, Suite 300

Raleigh, NC 27607
919-787-3448 Fax 919-232-0006

CONSENT FORM FOR RELEASE OF INFORMATION
*THIS FORM MUST BE FILLED OUT COMPLETELY*
ATHORIZATION FORMS NOT COMPLETELY FILLED OUT WILL RESULT IN A DELAY IN YOUR REQUEST BEING PROCESSED
Patient Name: _____________________________________ Date of Birth: __________________________
Address: _______________________________________________________________________________________
Telephone Number: ____________________________ Social Security Number: ___________________________
I, _________________________________________ do hereby request that my medical records be released:
From: ____________________________________        ________________________________________________
              Name of Provider/Facility                                                           Address
      ____________________  _________________           ___________________________    ______     _________
           Phone #                                              Fax #

  
City                                                     State               Zip

To: ______________________________________           ________________________________________________

              Name of Provider/Facility                                                           Address
       ___________________  __________________           ___________________________   ______     _________
            Phone #                                             Fax #

  
City                                                     State                Zip


Information to be released: (Check one that applies)
 FORMCHECKBOX 
 ALL      
 FORMCHECKBOX 
 Specific Dates:  from ____________________________   to   ___________________________________
 FORMCHECKBOX 
 Other: _________________________________________________________________________________
Reason for disclosure of data: (Check one that applies) Changing Physicians: FORMCHECKBOX 
  Specialist: FORMCHECKBOX 
  Personal:  FORMCHECKBOX 
  
There is no charge for copies of records to be transferred directly to a new physician’s office, or to another health care provider.  There is a charge for a standard set of copies that are copied for your personal records.   This includes 5 years of Clinical Notes and 3 years of Results.  You will be charged according to NCGS Section 90.411, $0.75 per page for pages 1-25, $0.50 per page for pages 26-100 and $0.25 per page for 101-plus.    
I understand that I may revoke this consent at any time except to the extent that action based on this consent has been taken.  This consent will automatically expire after 90 days from the date on which it is signed. This authorization and request is fully understood and is made voluntarily on my part.  A driver’s license must be presented if records are picked up.  Records will not be released without identification from the patient or the patient’s representative.  A copy of this authorization is as valid as the original.  This authorization applies to information about my past, present or future physical or mental health condition; this information includes but is not limited to: information about drugs, alcoholism, and mental illness and may be in electronic or paper form. It does not include information about previously administered tests for t-cell counts, HIV antibodies, and AIDS or STD’s.   

*Please indicate if you give your authorization for information concerning HIV, AIDS, STD’s to be included with your records               by placing a check mark and your initials below. No information will be sent if this is left blank.
YES, I Do  FORMCHECKBOX 
 or NO , I DO NOT  FORMCHECKBOX 
, Pt’s Initials_______  authorize the release of HIV, STD, and AIDS related information to be included with my medical records and to be sent to the person, facility, or representative mention above on this release.
Patient Signature/Representative:_________________________________Date:_____________________
Representative’s relationship to patient: _____________________________________________________
Nicolle Block, MD     Melissa Reed, MD      Douglas I. Hammer, MD      Kirsten Avery, MD     Jeffrey Huang, M.D       Rebecca R. Steffens, MD                                         Stacey Bauer, PA-C             Jason Perrow, PA-C                          Karen Booth, PA-C                                    Blair Holloway PA-C


