
VILIAGE PEDIA丁はtCS

8340 M看SS音ON RD, SUI丁E lOO

PRA音ほ看E VlしLAGE, KS 66206

91 3“642-21 00

91 3細642-21 27(「AX)

MEDICAL RECORD RELEASE OF INFORMAT音ON

Patientls Name:

Add 「ess:

S章ate :

1 authorize the custodian of records of Vit○age Pediatl.ics to disciose/l.eteaSe the

following iれformation (Check all that a叩ly).

Basic medical records (1ast weI○ visit, grOWth c11a巾S, and immunization records)

Complete medical records (On disc) $20.00 per child

**NO丁E: 1=hese records contain any information from previous pI.OViders or

information about HIV/A音DS s書atus, CanCer, drug/alcohol abりSe, Or SeXua○○y tl.anSm調ed

disease, yOu are hereby authorizing discIosul.e O=his information.

P看ease reiease records to ViI音age Pediatrics at 8340 Mission Rd, S章e l OO, PI.aiI.ie

Vi○○age, Kansas, 66206.

P営ease l.eIease recoI.ds fl.Om Village Pediatrics to the faciIity listed be10W:

Facility Name:

Facility address:

Physician Name:

Facility P110ne Number: Fax Number:

i understand thatthis consentwill expi「e upon deiivery ofthe requested reco「ds. 1 understand that under HIPPA

guidelines my provider is allowed 30 daysto respond to mv requestfor medical records. Kansas law dictatesthe

rate and fee vou mav be assessed foryour medical records. 1 understand thatthe information reieased isforthe

SPeCific purpose stated above, that my child′s medical records mav contain reports only a physician can interpret

and oniy recordsthat have been generated from Viiiage Pediatricsw=i be released. 1 understand that if l do not

Sign this authorization the fac冊v named above w川not reiease my chiid’s heaith information.

Parent/Guardian Signature

(Patient if18years oroider)


