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Patient’s Name: ______________________________________________________________________
Date of Birth:     _______________________________________________

I Authorize Mountain Empire Surgery Center to release my records to:

	Name: ___________________________________________________________________
          Address: ___________________________________________________________________
                           ___________________________________________________________________
            Phone:  _________________________________   Fax: ** ___________________________
For the following date(s) of service:  __________________________________________________

Entire Medical Records		
Billing Records		
Partial Records			(Please specify) ______________________________________________	
_____________________________________________________________________________________
Unless otherwise revoked in writing, this authorization will expire in one year from the below date and covers only the treatment periods indicated above.
Authorizing Signature (patient or legal guardian): __________________________________________________
       Date: _______________________________

[bookmark: _GoBack]
To be filled out by office personnel:
Date of request:  __________________________  Date completed: _____________________________
Picked up at office 	Mailed Faxed** 
**Records will be faxed only to another continuing care medical facility or physician
601 Med Tech Parkway, Johnson City, Tennessee // Telephone (423) 610-1020 // Fax (423) 610-1021
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