UMPQUA ORTHOPEDICS

                          2801 NW Mercy Drive, Suite 300
Michael J. Krnacik, M.D., Ph. D.                                                        Roseburg, OR  97470

Michael D. Van Anrooy, M.D.                                                              Phone: 541-677-2131              

The Roseburg Clinic, P.C.                                                                                                       Fax: 541-677-2136
AUTHORIZATION TO DISCLOSE MEDICAL RECORDS, PER OR 192.525

I  ______________________________ authorize _______________________________ to release     

            (Patient or legal guardian)                                               (Provider or medical facility)

the below mentioned medical information regarding ________________________________ born on

                                                                                                                (Patient)

______________ to ______________________________ for the purpose of medical information.                                  

          (date)                          (Provider or medical facility)

I authorize the release of the following medical records (check items authorized).


_____  All hospital records (including nursing records and progress notes)


_____  Transcribed hospital reports


_____  Medical records needed for continuity of care

 
_____  Laboratory reports


_____  Pathology reports


_____  Diagnostic imaging reports


_____  X-rays regarding ____________________________


_____ Clinician office chart notes


_____ Physical therapy records


_____ Emergency and urgency care records


_____ Other _____________________________________


_____ HIV/AIDS related records (Must be initialed to be included in other documents)


_____ Mental health information (Must be initialed to be included in other documents)


_____ Genetic testing information (Must be initialed to be included in other documents)

_____ Drug/alcohol diagnosis, treatment or referral information: (Federal Regulation 42 CFR Part 2; requires a description of how much and what kind of information is to be discussed.  Please provide a description of this information below.)


_______________________________________________________________________________


_______________________________________________________________________________


_____ This authorization is limited to the following treatment ______________________________


_____ This authorization is limited to the following time periods __________________________


_____ This authorization is limited to a worker’s compensation claim for injuries of ___________












(date)

This authorization may be revoked at any time.  The only exception is when actin has been taken in reliance on the authorization.  Unless revoked earlier, this authorization within the lesser of will expire 180 days from the date of signing or for the period reasonably needed to complete the request.

Signature: __________________________________________
Date ___________________

