PINE&NEURO

[ZZJTHUNTSVILLE HOSPITAL

()

Medical Records Department
256-533-1600 * 256-817-2000 « Fax 256-817-2124

AUTHORIZATION FOR RELEASE/REQUEST OF PROTECTED MEDICAL INFORMATION

Patient's Name: DOB:
Address: City: State: Zip:

Patient's Telephone Number: SS #:

| authorize HH Spine & Neurosurgery Centerto ( ) release information to ( ) obtain information from

Name of Provider or Facility

Address

City, State, Zip Code

Phone #/Fax # (include area code)

Purpose for Request: (Check One) ( ) Healthcare ( ) Insurance Coverage ( ) Personal ( ) Other
Type of Records Requested: (Check One)
() Specific information (Select one or more as applicable)

() Operative Report () History & Physical ( ) Discharge Summary
( ) Laboratory Test Results () X-ray Reports ( ) Myelogram/CT
() Nuclear Medicine Studies ( ) Angiograms ( ) EMG/NCS
() MRI report () Office Notes () Other
() All medical records related to a specific illness or injury
Specify illness/injury Date(s) of Treatment

| understand that:
o My right to healthcare is not conditioned on this authorization
¢ | may cancel this authorization at any time by submitting a written request to the address provided above except where a
disclosure has already been made in reliance of my prior authorization.
If the person of facility receiving this information is not a healthcare or medical insurance provider covered by privacy
regulations, the information stated above could be re-disclosed..
Release of HIV-related information, mental health related care, or substance abuse diagnosis and treatment information
requires additional authorization.
There may be a charge for the requested records.

NOTE: Medical records are faxed in cases of medical necessity only.

Signature of patient: Date:

Superior NeuroSpine Care throughout the Tennessee Valley
201 Governors Drive SW « Huntsville, AL 35801 « 256-533-1600 * 256-817-2000 * spineandneuro.org

Approved 8/2022
Revised 11/2025



©) DATAVANT

MEDICAL RECORD COPYING FEES

To ensure that your medical records are kept confidential and private, it is necessary for
you to sign for your records and provide proof of identity.

If the records are needed for continuing care, there is no charge when records are faxed
directly to your physician or the facility providing treatment. All other patient requests
will typically result in fees for the patient. The fees for patient requests are as follows:

$0.05 per page for paper copy, plus reproduction fee of $0.07 per page
$6.50 for electronic (emailed) copy

I require notification if the cost of my records exceeds $50.

Patients will also be responsible for any applicable taxes. Shipping charges (if your
records are mailed) will be the responsibility of the patient.

If your records are needed for treatment or for an appointment within the next 48-72
hours, your physician can request your records by fax when you arrive in his/her office

for treatment. (Records can be faxed to the physician's office at no charge to the patient.)

Datavant is the Release of Information service for this facility.

By signing below, [ acknowledge that I was informed of the fees required to obtain
copies of my medical records.

Patient Name (Print):

Patient Signature:
(Or signature of personal representative)

Date:

Patient's Date of Birth:






