		Muskegon Family Care
	2201 S Getty St
Muskegon Heights, MI 49444
		Phone: (231) 739-9315
		Fax: (231) 773-1317
Medical Records Release

	__________________________________________________________________________________________________________
Patient Name 	 	 	 	 	 	 			Date of Birth 
_______________________________________________________________________________________
Patient Address 	 	City 	 	State 		Zip Code  	 	Phone Number 

 I authorize Muskegon Family Care to:  
□ GIVE my records to __________________________________________________________ 
□ GET my records from _________________________________________________________ 
___________________________________________________________________________________________ 
 	Street Address 	 	 	 	 	City 	 	 	State 	 	Zip Code  
___________________________________________________________________________________ 
 	Phone Number 	 	 	 	 	 	Fax Number 

        □ Mail Records   □ Fax Records    □ Pick-Up     	□ Record on Disc     	□ Other __________________________ 
	Please Check ALL that apply:  
	
	

		□ Office Notes 	□ Behavioral Health 
	□ Labs 
	□ Radiology/ Imaging 

		□ Immunizations 	□ ER Reports 
	□ Forms 
	□ Verbal 


I am requesting records for the last 24 months, along with any preventative care screening results, unless otherwise specified below:  

Purpose of Disclosure: 
□ Transferring Care 	□ Coordination of Care □ Patient Request 	□ Behavioral Health 	□ Other _____________________
 I understand that I am requesting records for myself. The fees for records are as follows: Initial fee of $28.92 per request for a copy of the record; $1.45 per page for the first 20 pages; $0.72 per page for pages 20-50; $0.29 per page for pages 51 and over; $15.00 initial fee for CD copies; $4.85 postage fee if mailing; $0.20 for additional copies of CD. I acknowledge there is a waiting period of 7-10 business days for my records. I also understand that the release of this information may include information relating to HIV/AIDS and/or diagnosis or treatment of sexually transmitted diseases, mental health information and/or substance abuse.  I understand that I may revoke my release of records in writing. Information disclosed may be subject to re-disclosure by the recipient and no longer protected by federal privacy regulations. Muskegon Family Care and its representatives are released from any legal responsibility for giving out the above information. 
For Behavioral Health Purposes Only: I understand that my alcohol and /or substance use treatment records are protected under the federal regulations governing confidentiality of alcohol and drug abuse patients records, 42 code of federal regulations (CFR) part 2, and the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 CFR, parts 160 and 164, and cannot be disclosed without my written consent unless otherwise provided for in the regulations.  I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it, and that in any event this consent expires automatically as follows:
The entity may not condition treatment, payment, enrollment, or eligibility based on the individual completing the authorization. This permission authorization shall be effective for one year or until canceled if sooner.

__________________________________________________________________________________________________________
Signature of Patient or Legal Representative                                                                       Date 
  
__________________________________________________________________________________________________________
Witness Signature                                                                        			Date 
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