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AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 

 
NOTE:  This consent cannot be honored unless COMPLETELY filled out.  To ensure prompt processing, 
read carefully and fill in ALL appropriate spaces, including your signature and a witnessing signature. 
 
Patient Name _______________________________________ Birthdate _________________________  
 
Address _____________________________________________________________________________ 
 
I hereby authorize Buchanan Family Medical Center to use or disclose the following protected 
health information, which may include: 

• Alcohol and drug abuse records as protected under the regulations in Title 42 of Code of the 
Federal Regulations, part 2. 

• Any records pertaining to communicable disease or serious communicable disease and infections 
as defined by statute and Michigan Department of Public Health Rules (which include venereal 
disease, tuberculosis, hepatitis B, HIV, AIDS, and ARC) and  
(specify other, if known) ___________________.                                                                                         

• Mental health records, psychological service records, social service records including 
communications made by me to the social worker or psychologist. 

• Records pertaining to obstetrical care or family planning.  
 
For Date(s): __________________________________________________________________________ 
 
Information to be disclosed (check all desired): 

� Complete chart 
� Progress notes                      
� Immunization record 
� Lab, EKG, X-ray reports (specify)____________________________________________________ 
� Physician/Provider completed form for ________________________________________________ 
� Employment or school physical exam dated ____________________________________________  
� Information received by Buchanan Family Medical Center from _____________________________      

_______________________________________________________________________________ 
� Other (specify) ___________________________________________________________________  

_______________________________________________________________________________ 
 

Purpose of disclosure: 
� Continuing care 
� Personal use 
� Attorney/legal 
� Transferring completely out of this practice to another physician 
� Other ________________________________________________________________ 

 
Disclose to the following party: _________________________________________________ 
 
                                                      _________________________________________________ 
 
                                                      _________________________________________________ 

 
 

(continued…) 

Roy B. Parke, D.O
Todd Paxton, D.O.

Judy Mitchelson, PA-C
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I understand that, as set forth in the practice’s Notice of Privacy Practices, I have the right to revoke 
this authorization, in writing, at any time by sending written notification to: 
                                                   Buchanan Family Medical Center, Attn: Privacy Officer 
                                                   1045 East Front Street,  Suite A,  Buchanan,  MI  49107 
I understand that a revocation is not effective to the extent that the practice has relied on the use or 
disclosure of the protected health information.  Without express revocation, this consent expires 90 
days after the signature date set forth below or for the following specified reasons: 
                                    A) Event: Completion of forwarding records to above named party 
                                    B) Condition: __________________________________________ 
 
I understand that information used or disclosed pursuant to this authorization may be subject to  
re-disclosure by the recipient and may no longer be protected by federal or state law.  I further 
understand that information released is for the specific purpose stated above and Buchanan Family 
Medical Center cannot attest to the accuracy of re-release of this information.  I further understand 
that Buchanan Family Medical Center cannot attest to the accuracy of information that they have 
received from other health care providers.  For that reason, Buchanan Family Medical Center 
strongly encourages patients to obtain copies of information directly from the originating provider.  
 
Check One of the Following: 

� I understand that the practice will not condition my treatment on whether I provide authorization for 
the requested use or disclosure.  

� I understand that the health care provided by the Practice is solely for the purposes of creating 
protected health information for _____________________________________________________  
and that my authorization is a condition of  this treatment.  I understand that if I do not sign this 
authorization, then the practice will not provide health care services to me. 

 
I understand that I have the right to: 1) inspect or to obtain a copy of my protected health 
information to be used or disclosed as permitted under federal law (or state law to the extent the 
state law provides greater access rights) and/or 2) to refuse to sign this authorization. 
 
I understand that a reasonable fee may be charged for the copying of records, and I am responsible 
for that charge.  As the patient, I am responsible for all charges from medical facilities for medical 
records transferred to Buchanan Family Medical Center. A photo static/faxed copy of this 
authorization shall be considered as effective and valid as the original.  I have read or have had read 
to me this consent form and understand what it means. 
 
___________________________________________   _________________________________________ 
Patient/Legal rep signature                                              Patient/Legal rep printed name 
___________________________________________   _________________________________________  
Consenting party relation to patient                                 Witness signature 
___________________________________________  _________________________________________  
Date                                                                                 Time  
----------------------------------------------------------------------------------------------------------------------------------------------- 
To Be Completed By Buchanan Family Medical Center: 
(A copy of the signed authorization should be provided to the patient.  If this authorization is being 
requested by BFMC for its own purposes, BFMC must provide the patient with a copy of the signed 
authorization.) 
 
Chart #  _________________       Date received  ________________       Received by  _______________  
# of pages _______________       Date disclosed ________________       Disclosed by _______________  
Charge  $________________       Payment date   ________________ 
 
Notes regarding information disclosed: ______________________________________________________ 
_____________________________________________________________________________________ 
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