
AUTHORIZATION TO RELEASE RECORDS, INFORMATION, & DATA

Patient Name:              
[Name]
Social Security Number:
XXX-XX-[Client Last Four Digits]

Date of Birth:  

[Client Date of Birth]       

Health Care Provider:











I, [Client Name], have asked the law firm identified in this Release to represent me in certain matters.  So they may better represent me, it is my intent and desire that these attorneys have full and complete access to any and all records, information and data in your possession, under your control or to which you may have access including, but not limited to, hospital records, nursing home records, doctor records, dental records, therapy records, diagnostic studies, lab studies, billing records, insurance payment records, as well as any and all other records, information or data that would describe care, treatment or services rendered to the above identified Patient by any and all health care providers.  I understand I am giving my permission to release records that may include information relating to behavioral and/or mental health services, alcohol and/or drug abuse, sexually transmitted diseases, acquired immunodeficiency syndrome (AIDS), and/or human immunodeficiency virus (HIV).  I understand that the Health Insurance Portability and Accountability Act of 1996 (HIPAA), HIPAA regulations, as well as other Federal and State laws and regulations, create a right of privacy that is associated with the records, information, and data covered by this release. So that my attorneys may better advise me, and consistent with 45 CFR §164.508, I expressly authorize you to release the Patient’s records, information and data to my attorneys and, as necessary, make a limited waiver of my privacy right for the purpose of giving my attorneys access as follows:

1.
The information to be disclosed is as follows: I expressly authorize my attorneys to request any and all records, information, or other data (regardless of how those items are identified) relating to any and all care, treatment or services provided to the above identified Patient by any and all health care providers.  Throughout the remainder of this Release, I collectively refer to all of the Patient’s records, information and data as the “Records.”  This Release is intended to be general, full, and all encompassing so that my attorneys can access, without limitation, any and all Records that might help them represent me.  This Release applies to any and all Records that are in your possession, under your control, or to which you may have access.  My attorneys are further authorized to limit their request to portions of the Patient’s Records and may do so by letter to you.  My attorneys are further authorized to meet with and consult with any health care or mental health care provider regarding the above identified Patient’s condition or regarding any care, treatment, or services that the above identified Patient received.  I expressly invoke the AMA Principals of Medical Ethics, as well as Canon E-9.07, as well as similar ethics principals that may apply to other health care disciplines, and request that you cooperate with my attorneys.

2. The persons who may request disclosure are as follows: My attorneys are T. Daniel Frith, III, Lauren M. Ellerman, Lauren E. Davis, and Thomas D. Frith, IV.  They, together with those persons working for them at the offices of Frith Ellerman & Davis Law Firm, P.C. are authorized to request my records.  My attorneys’ address is:

Frith Ellerman & Davis, P.C.


Frith Ellerman & Davis, P.C.

Post Office Box 8248
    

        or

303 Washington Avenue SW
Roanoke, VA 24014




Roanoke, VA 24016
3. The persons to whom information may be disclosed: The information requested shall be disclosed to my attorneys identified in the preceding paragraph, or to any consultant or professional expert who is assisting them.  The information requested may be sent to either my attorneys’ mailing address or physical office address listed above.

4.
Term of this Release: It is my intent that this authorization shall remain effective throughout the time during which my attorneys are representing me.  To the extent a term is required, this Release shall be effective for a term of not less than five (5) years from the date of execution.

5.
Right to Revoke this Release: I understand that I always retain the right to revoke this Release by providing written notice of revocation to my attorneys and to any entities to whom this Release was submitted.  While it is my intent that this Release shall not be revoked while my attorneys are representing me, I understand that a revocation would not apply to the extent that any action had been taken in reliance upon this Release prior to the date of revocation or if the Release was obtained as a condition of obtaining insurance coverage.
6.
Prohibition on Conditioning: Although this authorization is not being requested for any of the purposes which would allow the health care provider to condition the provision of my treatment, by my signing this authorization, I acknowledge and reaffirm to the entity to whom this authorization is furnished that I am aware that it may not condition the provision of treatment, payment, enrollment in a health plan, or eligibility for benefits on whether or not I sign this authorization.
7.
Disclosed Records, Information, and Data may not be Protected: I understand that the information disclosed may be subject to re-disclosure by the recipient and may no longer be protected by 45 CFR §164.508, or other privacy laws and regulations.

8.
Dates of relevant services: 



















 Date: 





[Client Name]
LEGAL AUTHORITY: IF THIS RELEASE RELATES TO NURSING HOME CARE, THEN THE REQUEST IS AUTHORIZED PURSUANT TO 42 CFR §483.10(b)(2), AS WELL AS STATE RESIDENT RIGHTS LAWS.  IF THIS AUTHORIZATION HAS BEEN SIGNED BY A PERSONAL REPRESENTATIVE, AND IF REQUIRED, THEN A POWER OF ATTORNEY, LETTERS TESTAMENTARY OR LETTERS OF ADMINISTRATION ARE ATTACHED AND INCORPORATED INTO THIS RELEASE BY REFERENCE.
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