AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
tO REQUEST RELEASE OF MEDICAL INFORMATION PLEASE COMPLETE AND SIGN THIS FORM. 

I, _________________________________________, hereby voluntarily authorize Family Prime Care, LLC / Solé Medical Spa to 



   (Name of Patient)






       
disclose the following information from my protected health record to ____________________________________________.









   (Receiving Physician/Facility)

Patient Name: ____________________________________________________ Record Number: _____________________________

Address: ________________________________________________________ Date of Birth: ________________________________

Information Requested:
______________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Purpose of Release:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Records Coming From:



Records Being Sent To:

Family PrimeCare LLC / Solé Medical Spa

Physician/Facility___________________________________
1489 Kennedy Road



Address___________________________________________
Tifton, Georgia 31794




    ___________________________________________
Phone: (229) 391-9931



Phone #:___________________________________________
Fax: (229) 391-9961



Fax #: _____________________________________________
____________________________________________________________________

________________________

Patient’s Signature or Patient’s Representative





 Date

__________________________________________________________________

_________________________

Printed Name of Patient’s Representative






Relationship to Patient

This information is to be released for the purpose stated above and may not be used by the recipient for any other purpose. 
PLEASE MAKE A COPY OF THIS RELEASE FOR YOUR RECORDS.
Under HIPAA with a patient’s written request, records must be provided within 30 days of a request.

Under House Bill 300 Texas Law with a patient’s written request, records must be provided within 15 days of a request.
HIPAA Authorization For Release Of Medical Records
This form does not constitute legal advice and covers federal, not state law.

