ProfessionalMedsOnline.com 

AUTHORIZATION FOR RELEASE OF PATIENT MEDICAL INFORMATION 

PATIENT IDENTIFICATION: 

Patient Name (Last) ______________________ (First, MI) _________________ Phone (____) _______________ Address: _________________________________________ City _________________________ State __________ ZIP _________ Date of Birth (month) _________ (day) _______ (year) __________ ID Type _________________ Number __________________ 

HEALTHCARE PROVIDER: 

HealthCare Provider’s Name ______________________________________________________________________ Phone _________________________________________________________________________________________ Organization (if different from above) ______________________________________________________________ Address __________________________________________ City _____________________State ________________ ZIP ____________ 

REQUEST TO RELEASE RECORDS: (Patient Must Sign) 
The above named patient is requesting that their medical records be released to ProfessionalMedsOnline.com, for continued care.  The patient expressly releases this information to ProfessionalMedsOnline.com by signing below. Please check appropriate boxes. 

All medical records, radiological reports, and lab reports. 

Limited records (specify)  ____________________________________________________________ 

Including psychiatric/psychological records (if applicable) 

Including HIV/AIDS records (if applicable)  Patient Signature: _____________________________ 

Other (specify) _____________________________________________________________________ 

Records required only for period of treatment on or about (enter date) __________ to __________ 

PATIENT SIGNATURE: (required) ______________________________________ DATE: ______________________________ 

ACKNOWLEDGEMENT OF PROHIBITION ON REDISCLOSURE: 

ProfessionalMedsOnline.com acknowledges that this information is being disclosed from records whose confidentiality is protected by law. State and federal laws prohibit us from making any further disclosure of such information without the consent of the person to whom such information pertains, or as otherwise permitted by such laws.  With regard to HIV/AIDS and psychiatric/psychological records (if applicable), a specific, written consent or a court order is required. A general authorization for the re-release of medical or other information is NOT sufficient for this purpose. 

ADMINISTRATION INSTRUCTIONS TO PROVIDER: 

ProfessionalMedsOnline.com requests the above records be forwarded by fax or email to:
Fax:  1-641-453-3577, records@professionalmedsonline.com 
**Please attach a copy of this document to the records if being forwarded** 

