
EVMS Medical Group 

AUTHORIZATION TO USE OR DISCLOSE 
PROTECTED HEALTH INFORMATION (PHI) 

I hereby authorize and request 
Depa,1ment/ Divisio11/Pf!ysicia11 __________________________ _ 
Street ____________________________ _______ _ 
Ci()•, Stale, Zip ____________________________ _ 

to release copies of my complete medical record (It is our policy the last two years of medical 
records will be forwarded, unless specified o therwise. If more information is needed, you may 
contact our office.) I understand that all of the information contained in my medical record will be 
released including information relating to psychiatri.c treatment or treatment relating to dmg 
or alcohol abuse and HIV/ AIDS testing or treatment except as specifically listed as 
follows,_ __________________ * 

or 
specific medical information to include _____________________ _ 
____________ concerning my health management, illnesses and/ or treatment during 
the period from ________ to _________ . 

*If any information appears on this line DO NOT send this form with the medical record. 

to: 
Plysicia11/ Hospital/Other __________________________ _ 
Street ___ _____________ _________________ _ 
Ci(Y, Slate, Zip ______________________________ _ 

This autho1izatio11 shall re111ai11 ualid (or our )'fm: I 1111dersla11d that I "'dJ' ,woke this authon·zatio11 al a,9, ti111e, but 1ruo(tl/io11 
i.r 110I dfrdiuejor disdomre.r 111ade p,ior lo the ffUO(tltio11. I 1111rlersla11d that ll(J 1wocalio11 i.r 11ot elfedi11e until deliumd i11 1111ili11g 
lo the pmo11 11,ho is i11 pomssio11 of "D' records. A roP.J• of this aulho1izatio11 shall be included 1vith "D' 01igi11a/ rmmlr. I 
1111dersla11d that if "D' 111edical i1!fom1atio11 i.r disdo.red lo so111eo11r who is 110I req11irrd lo 1-0111J>6• 111ith far/em/ p,i/1[/!)' reg11/atio11s, 
than mch i11/im11alio11 111rD' be redisdoSfd a11d would 110 /01,gf/' be pl'Oleded. 1 1111dP1-slaml that I do 110I ha11e lo sig11 this 
r111tho1izatio11 a11d that II()' 1~/i1sa! lo sig11 I/Iii/ 1101 a{led II!) ' abilt()' lo obtai11 tm1/11m11_(,v111 Ea.rlem I 'irgi11ia Mediral Srhoo/ 
/llrdim/ C!'011p 1111/ess Iha! lrMllllflll is lied lo a 1r.rrmd1 rl'lated l1Ml111e11/. 

Patient Name ___________________ DO B __________ _ 

Address _________________________________ _ 

Signature -----------~Date ____ Witness __________ Date 
patient/ parent/ guardian (not required) 

Personal Representative---------------------- -----------
name signature date 

r\ uthority of Personal Representative: ________________________ _ 

Information to be: □ Mai.led Disposition: □ Mai.led 
□ Picked up by patient □ Picked up by Patient 
D Transmitted electronically D Transmitted electronically 
□ Sent by Secure Fax to: _________ _ _ 

Revised 4 / 2022 


