JDC Pediatrics  (717) 791-2680

2025 Technology Parkway, Suite 108, Mechanicsburg, PA 17050
Fax (717) 791-2686
REQUEST/AUTHORIZATION TO COPY/RELEASE MEDICAL RECORDS

Patient Name: ________________________________

Date of Birth____________

Address:_____________________________________        
______________________
                                                                                                                   (Phone Number)
               _____________________________________    Patient Account #_______________
I AUTHORIZE JDC PEDIATRICS:

MUST CHECK ONE:
( To Send Records To:   ( To Receive Records From: ( Personal use
(Records for personal use or that will be hand carried will be copied at PA Act 26 Dept of Health current rates).
(Provide complete name and address) 







































Information requested:

( All pertinent records including HIV test results, mental health, drug and alcohol, and psychiatric and psychotherapy treatment

(  Immunization Records Only      

( All pertinent records excluding HIV test results, mental health, drug and alcohol, and psychiatric and psychotherapy treatment

(If this form is not completed in its entirety, only immunization records and growth charts will be forwarded) 












PLEASE CHECK THE REASON FOR RELEASE:    

( Moving (New Address) _________________________________________________________        
 

( Transfer of Care (Reason) _______________________________________________________       


( Specialist Visit                  ( Other (Please Specify) ____________________________________

I understand that I might be releasing to the person identified above information that is specifically protected under provisions of state and/or federal law.  My checkmark at number one above and my signature below specifically authorizes the release of psychiatric/psychotherapy records, mental health records, drug and alcohol treatment information, specific confidential HIV-related information, and/or any general physical condition information relating to the patient named above.  I authorize this information to be released by mail or facsimile transmittal.
I understand that I may revoke this authorization at any time to the extent that the person who is to make the disclosure has already acted in reliance on this authorization.  If not revoked earlier, this consent will remain in effect and will only be accepted if completed in its entirety.

I understand that the fee for copying the records will need to be paid either ahead of time before records are mailed or at the time records are picked up by patient, parent or legal guardian.

______________________________                    ________________________________

Print Name: parent/legal guardian or          
         Relationship to patient


patient, if 18 or over

______________________________
         ____________

Signature: parent/legal guardian or    

             Date


patient, if 18 or over

INTEROFFICE USE

Date of record review/inspection_____________

Physician approved ________

Total for copying records: _______
Date paid: __________Cash ____ Check# ________ Credit Card __________
Was parent called to pick up  Yes or No.  By:  _________ 
Pick up date:  ____________

