Office Phone: (248) 360-1770                                                    Email: huronvalleyob@gmail.com
Fax: (248) 360-1950                                                             Website: www.huronvalleyobgyn.com

Huron Valley OBGYN


Patient Name: ________________________________________ D.O.B._____________
Social Security # :________________________ Maiden/Other Name:_______________
Patient Address: __________________________________________________________ 
Phone Number (        ) ______________________    (       )______________________
				Home					Cell

I authorize Dr. Steven Friedman and/or Dr. Jeffrey Miller to release my medical records.

Name of New Doctor to send records to:________________________________________                                       
Phone Number for New Doctor: _______________________________
Fax Number (must be filled out if you want records faxed): _________________________


Information to be disclosed (circle one):
· -Last 10 pages of results and records.
· -Other. Please specify specific results you need: _________________________________
· All Records	
· **Please Note**: According to our office policies, only 10 pages of records are sent without charge. If you would like all your records sent, there is a $25 copying charge.	 Please specify how you would like to pay for this charge: 
· Credit Card via phone
· Credit Card in person
· Cash in person

How would you like your records sent? (Circle One)
· Mail to my new doctors office
· Fax to my new doctors office (up to 25 pages)
· I will pick them up from your office.

Reason for Record Request: ________________________________________________


I understand that I may revoke this authorization at any time but must do so in writing. I realize the office of Steven J. Friedman D.O. or Dr. Jeffrey Miller D.O. may have already released information but will not release any additional information after the revocation. This authorization or its revocation will have no effect on patient treatment or patient charges. Information will only be disclosed as specified in this authorization. 


_________________________________________			_________________
	
Signature of Patient/Parent/Legal Representative				Date
