
       

4181 Hospital Dr. NE. Suite 101 & 104, Covington, GA 30014 
5154 Cook Street NE, Covington, GA 30014 

 PHONE: 770-385-8954    FAX: 770-385-8590 

 
 

AUTHORIZATION TO OBTAIN HEALTH INFORMATION 

Patient Name_________________________________ Date of Birth______________________________ 

Phone ______________________________________ Email____________________________________ 

Address _____________________________________ City/State/Zip______________________________ 

Maiden Name or Alias _________________________________________________________________________ 

Above listed patient authorizes Covington Women’s Health Specialists to obtain medical record from 

Provider/Facility Name_________________________________________________________________________ 

Address_____________________________________________________________________________________ 

City/ST/Zip: _________________________________________________________________________________ 

Phone______________________________________  Fax______________________________________ 

Dates and type of information to disclose: Dates: ____________________to ______________________________

o Entire Medical Record (includes genetic  

testing) 

o Abstract of record  

o Specific information_________________ 

The purpose of this disclosure is  

o Change of insurance 

o Referral 

o Other_________________ 

o Transfer   

 

I understand the information in my health record may include information related to sexually transmitted disease, acquired 

immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV).  It may also include information about 

behavioral or mental health services, and treatment for alcohol and drug use. 

I understand I may revoke this authorization at any time.  I understand that if I revoke this authorization I must do so in 

writing and present my written revocation to the medical records department.  I understand that the revocation will not 

apply to information that has already been released in response to this authorization. I understand that the revocation will 

not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.  

Unless otherwise revoked this authorization will expire 90 days from the date signed. 

I understand that the authorizing the disclosure of this health information is voluntary.  I can refuse to sign this 

authorization.  I need not sign this form in order to assure treatment.  I understand that I may inspect or obtain a copy of 

information to be used or disclosed, as provided in CFR 164.524   

I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and the 

information may not be protected by federal confidentiality rules.  If I have a question about the disclosure of my health 

information, I can contact the authorized individual organization making disclosure. 

I have read the above foregoing authorization for release of information and do hereby acknowledge that I 

am familiar with and fully understand the terms and conditions of this authorization. 

_______________________________________  ____________________________________ 
Patient of Legal Representative Signature  Date 
 
_______________________________________  ____________________________________ 
Printed Name or Authorized Representative  Relationship/Capacity of patient 


