








PEDIATRICS PLUS, P.C. 
3312 HENRY RD. 

ANNISTON, AL 36207 
Phone (256) 241-2671 

Fax (256) 241-2676/(256) 770-4832 
 

Medical Records Release Form 
Minors Age 14 or Older 

 
By signing this form, I authorize PEDIATRICS PLUS, PC to release confidential health information of my medical 
records or a summary or narrative of my protected health information, by copying of or by verbal communication to the 
person and/or persons listed below. 
 
Patient Name:____________________________________________________ Date of Birth:_______________________ 
 
The information you may release subject to this signed release form is as follows: 
 
_____ Complete Records _____ History & Physical _____ Progress Notes 
_____ Lab Reports  _____ Radiology Reports _____ Pathology Reports 
_____ Treatment Record _____ Operative Reports _____ Hospital Reports 
_____ Medication Record _____ Immunization Record _____ Other (please specify below) 
 
__________________________________________________________________________________________________ 

Release my protected health information to the following person/persons: 

Name:________________________________________________________ Relationship:__________________________ 
Name:________________________________________________________ Relationship:__________________________ 
Name:________________________________________________________ Relationship:__________________________ 
 
Information that is being released may be (check all that apply): 
FAXED____________ MAILED_________ VERBAL _______PICKED UP BY (NAME)_________________________________ 
 
I understand that: 

• My right to healthcare treatment is not conditioned on this authorization. 
• I may cancel this authorization at any time by submitting a written request to the address provided at the top of this form, 

except where a disclosure has already been made in reliance on my prior authorization. 
• If the person and/or persons receiving this information is not a health care or medical insurance provider covered by 

privacy regulations, the information stated above could be redisclosed. 
• Release of HIV-related information, mental health related care, pregnancy, venereal disease, drug dependency and/or 

alcohol toxicity including substance abuse diagnosis and treatment information may also be disclosed. 
• This authorization expires on ___/___/____.  If left blank, this authorization will remain in effect until written notice of 

cancellation. 
 
Signature: 
_________________________________________  __________________________________________ 
Printed Name of Patient     Signature of Patient (Age 14 or older)  
 
_____________________________________________                _____________________________________________ 
Witness       Date 
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