MEDICAL RECORDS RELEASE

__________ I hereby request to have my medical information, including but not limited to office progress notes, reports from labs and other studies, summaries of treatment, consultation reports and verbal/telephone/electronic communication released to:

Generations Family Medicine
1816 Bay Scott Circle, Suite 112
Naperville, IL  60540
Phone: 630-637-8630/Fax:  630-637-8640

__________ I hereby authorize the providers at Generations Family Medicine to release my medical information, including but not limited to office progress notes, reports from labs and other studies, summaries of treatment, consultation reports and verbal/telephone/electronic communication to the following person or organization:






I understand that this information is not to be re-released to any person or facility except as provided by law.  This release will continue until termination of treatment unless otherwise specified.  I understand that I may revoke this release of information at any time.  I understand, reliance upon this authorization shall not constitute a breach of my right to confidentiality.  Unless I revoke this authorization prior to such time, this authorization to release information shall expire when the desired information is sent.

To the extent that my medical records contain information regarding alcohol or drug treatment that is protected by Federal Regulations 42CFR, Part 2, I authorize disclosure of such information.

Signature:  ___________________________________________________________________

Printed Name:  ________________________________________________________________

Relation to Patient:  ____________________________________________________________

Date Signed:  __________________________	Date of Birth:  _______________________

Address:  _____________________________________________________________________

	   ______________________________________________________________________
