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AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION
Patient Name ____________________________________
Date of Birth _______________________________
Social Security Number _______-_______-_______
Purpose:  I authorize the release of my health information from ______________________________________________
_________________________________________________________________________________________________

To: 
Landmark MD


100 North Main Street Suite 121


PO Box 1340


Belmont, NC  28012


Phone:  704-461-8111
Fax: 980-819-4672
I authorize the release of the following health information: (check the applicable box below)
 FORMCHECKBOX 
 Last 24 months of office notes, lab-work, procedures, all imaging including X-ray and Mammograms, Colonoscopy results, EKG, Stress Testing, Nerve Conduction Studies and any other testing not listed. 
 FORMCHECKBOX 
 Specific Records including: ____________________________________________________ __________

_______________________________________________________________________________________             
 FORMCHECKBOX 
 Other: _______________________________________________________________________________



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

I authorize the release of any records regarding drug, alcohol, or mental health treatment to the     person(s) listed above.
Term:  I understand that this Authorization will remain in effect:
· Until Revoked in writing by the patient.

Patient’s Signature






  Date 




Authorized Representative’s Signature _____________________________ Date _______________




Relationship of Authorized Representative_______________________________________________
