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6 400 Lem Morrison Drive
- Auburn University, AL 36849
AU B U RN__ Mepicar CrLiNIC Phone: 334-844-4416 Fax: 334-528-6780

UNIVERSITT aumcmedrecords@eamc.ore

AUTHORIZATION TO OBTAIN/RELEASE MEDICAL INFORMATION

Patient informationj
Name: 6—% bé/dﬂﬂa Wori e Date of Birth: S &< 1 /19¢
Last First Middle _
Address: Slo2d Cadpon .())’5 # C Cell Phone : (&7 &) 36‘/’&/5?5/
City: Mom’??ome/u;i state . zip: DE/ /& Email: DQWW 039
? 7

Please select one of the following:
[0 Release information FROM Auburn University Medical Clinic to an outside facility/clinic/person
m information from@lnidperson TO Auburn University Medical Clinic
Purpose of Request:

] New Patient Request [ ] Legal [ Personal [] Transfer out Bﬁﬁnation of Care

Outside Clinic/Facility Information

Name/ Facility: @MMM—— Phone : (68q ) 7Q7'UQSQ

Address:
City: State: P: Fax: L‘ ) 1| - S;&L[ .
Pleage, select one of the following:

?\Fax Records ] Mail Records [ Hold Records for Patient Pickup
Infdrmation Type(s):

] Immunizations ONLY: please specify (if all, put ALL)

|%ayangeofReccardsRequest { / I / ZI to C{ / (O / 2’/

linic Notes

[ AAhReports
@@Togy Report/ CD {please note there is a $16 charge for CD picked up from AU Med Clinic)
(] Other: please specify

There is a fee of $1.00 per page for the first 25 pages and $.50 per page for each additional page after 25 for any records picked up by the patient from the AU
Medical Clinic,

There is no fee to send records from the AU Medical Clinic to another clinic/physician.

PLEASE ALLOW AUMC RECORDS DEPARTMENT 3 BUSINESS DAYS TO COMPLETE YOUR REQUEST

AUMC doegnot provide copies of records received from another physician orinstitution. Please request these records directly from the original healthcare provider.

f///?//,ZOa /

/13202

Date

This authorization is valid for 90 days unless you specify otherwise. You may revoke this authorization at any time by providing a written statement to the medical
record department except to the extent that AUMC has already completed the action.



400 Lem Morrison Drive
Auburn University, AL 36849
AU B U R\g MepicarL CLINIC Phone: 334-844-4416 Fax: 334-528-6780

UNIVERSITY aumcmedrecords@eame.org

AUTHORIZATION TO OBTAIN/RELEASE MEDICAL INFORMATION

]

Patient information J

Name: 6549‘(] g&f}/é}%’ék /(/affa, Date of Birth: 3 ;25 /? é/

Last Figst Middle
Address: 562—/ WW Aﬁ #C Cell Phone : { 5?8 ) 5@(71_6[35?
City: /4/0?7@5)7’)0\—"-’1 State: %/ Zip: BE/ 6 Email: Devchng ?ﬁ?«;—/ /0_5"(0))?”‘""('4

Please select one of the following:

;yease information FROM Auburn University Medical Clinic to an outside facility/clinic/person

inic/person TO Auburn University Medicat Clinic

Obtain information fregf outside facility

Purpose of Request:

] New Patient Request  [] Legal (] Personal [C] Transfer out @’@nation of Care

1

Outside Clinic/Facility Information J

Name/ Facility: P)AO’hH’ mdl CGJ fPfh’f/ &E—f_

Address; Phone : {
City: H luﬂ !)‘!Eh' State:H’L Zip: 5[!”7 Fax: (gﬁﬂ }’“1 814l

— —

Please select one of the following:
%ax Records [J Mail Records (J Hold Records for Patient Pickup

Information Type(s):
] Immunizations ONLY: please specify (if all, put ALL)

Date Range of Records Request X/ / } /l,:l_ to q / [ O /laj_

Clinic Notes

(#-Tab Reports
L-Radiology Report/ €O (please note there is a $16 charge for CD picked up from AU Med Clinic}

3 Other: please specify

There is a fee of $1.00 per page for the first 25 pages and $.50 per page for each additional page after 25 for any records picked up by the patient from the AU
Medical Clinic.

There is no fee to send records from the AU Medical Clinic to another clinic/physician.

PLEASE ALLOW AUMC RECORDS DEPARTMENT 3 BUSINESS DAYS TO COMPLETE YOUR REQUEST

off not provide copies of records n%ww:l from another physician or institution. Please request these records directly from the priginal healthcare provider.

//3 /262—/
f/'S-Zoz,_/

F Authorlzed Representftwe) Date

Date

WltneSsngnature (REQUIRK )

This authorization is valid for 90 days unless you specify otherwise, You may revoke this authorization at any time by providing a written statement to the medical
record department except to the extent that AUMC has already completed the action.



