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SMOSALC

1240 Environ Way * Chapel Hill, NC 27517
Phone: (919)240-7269 * Fax: (919)240-7816
Medical Information Release Form

Patient’s Legal Name: Other name(s), if applicable:

Date of birth: Patient Phone#:

I, , authorize Mosaic Comprehensive Care to:

(OReceive or (JRelease Medical records and information from/to:

Name of provider or practice (Please include key contact):

Address:

City: State: Zip code
Phone: Fax number:

Reason for disclosure: (OContinuing care  (Personal  Olnsurance OlLegal

Treatment dates to be disclosed: (OPastyear (OAll records
Information to be disclosed: (OOffice notes (OHospital records (OLab results

(ODiagnostic test results (JConsultations (JOther

Information NOT to be released:

| understand that the purpose of this authorization is for the use and/or disclosure of my protected health information (PHI) and that it may contain
information that is protected under state laws and federal regulations. | understand that once the above information is disclosed it may be subject to re-
disclosure and will no longer be protected by Privacy Protection Rules. | understand that | have the right to revoke this authorization at any time and that
my revocation must be submitted to Mosaic Comprehensive Care. | understand that my revocation is not effective to the extent that the persons or
organizations which | have authorized to use and/or disclose my protected health information have acted in reliance upon this authorization. | understand
that | may refuse to sign this authorization and my refusal to sign will not affect my ability to receive treatment, payment enrollment, or eligibility for
benefits. | understand that | will be given a copy of this authorization upon my signature. | hereby authorize Mosaic Comprehensive Care to
disclose/release medical records and other information obtained in the course of my diagnosis and/or treatment. | hereby release Mosaic
Comprehensive Care from any liability which may result from this disclosure of confidential medical information or which may arise of the result of the
use of the information contained in the information released. Unless withdrawn, this consent will expire 90 days from the date signed. This information
may include Medical/Surgical, Psychiatric, Substance Abuse and HIV/AIDS information. | agree to pay copy charges if applicable. In accordance with
HIPAA and NC state law, including North Carolina General Statues 90-411, Mosaic Comprehensive Care charges the following medical record fees: (1)
$6.50 flat fee for requests for medical records from a patient or patient’s attorney or other representative (applies to all requests, including those related
to workers’ compensation and disability claims); (2) $6.50 flat fee for requests from an employer, carrier, third-party adjusting agency or rehabilitation
nurse related to workers’ compensation claims, except that the first request from any such party is free; and (3) the allowable fee as set by the Social
Security Administration for requests from NC DHHS related to claims for Social Security or Supplemental Security Income Disability (currently $15.00).

Patient signature Date
Patient’s representative and authority to sign Date
Witness Date

O Dr. Metz O Dr.Bean O Anna Misior, PA (O Brittney Norwood, NP (O Marjorie Pierre-Louis, NP



