Eagle Medicine Associates

25 Marston Street
Lawrence, MA  01841

P#: 978-725-5913 - F#: 978-725-5918
Oleksandr Stupnytskyi, M.D. 

REQUEST FOR RELEASE OF MEDICAL RECORDS

I hereby request that _______________






will release the following information from the medical records of:

Patient Name:___________________

 Date of Birth____________


Covering the period(s) of healthcare:

From (date)______________________
to (date)______________


Information being requested:

___Complete medical record

___Other (please specify)__________________________________________


I understand that this will include information relating to (check if applicable):

___Acquired Immunodeficiency Syndrome (AIDS) or Human Immunodeficiency Virus (HIV) infection
___Behavioral health services/psychiatric care

___Alcohol and/or substance abuse

___Venereal/sexually transmitted disease

This information is to be released to ________________________


for the purpose of _________________________________________________.

I understand that this authorization may be revoked in writing at any time, except to the extent that action has been taken in reliance on this authorization.  Unless otherwise revoked sooner, this authorization will expire sixty (60) days from the date I sign it.

Signed:_______________________________________Date:____________________________
              (patient or legal representative)
(witness)
