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CAilILIONCLINIC 

Authorization toReleaseProtected Health Information 

Patient's Full Name Date of Birth 

Street Address Phone (Home or Cell) 

City, State, Zip Code Phone (Work) 

A fee may apply to copies of protected health information that I request, whether received by me or by 
another recipient I authorize. I may ask for a cost estimation I invoice prior to the information being copied. 
Fees are charged as state and federal laws allow. 

I, ________ �------'----'----'-'-'-----'------------ hereby authorize Carilion Clinic 
(Patient .or Legal Repres,entative) 

□ Carilion Clinic (All Faci/itfes) □ Carilion Giles Commuriity Hospital
□ Carilion Roanoke Memorial .Hospital D Caril ion New River Valley Medical Center
□ Carilion Roanoke Community □ Carilion Rockbridge Community

Hospital �ospital .
□ Carilion Franklin Memorial □ Carilion Tazewell Community Hospital

□ Carilion Clinic Physician's
Office or Provider:

(Specify Cari/ion Office
or Provider) 

or _________________________ � to release copies of medical records: 
(Other Health Care Provider) 

DA1E(S) OF MEDICAL SERVICE: .......__---�-----�----------'--------
□ PERTINENT ELEMENTS ONLY (Most Recent Discharge:Summary, History,& Physical, and Operative Notes)
□ History & Physical □ Immunization Record □ X-Ray / Imaging Reports □ Psychiatric Record 
□ Discharge Summary □ Cardiac/ Heart Studies □ X-Ray / Imaging Film/ CD
□ Operative / Procedure Reports □ Lab / Pathology Reports □ Emergency Room Record
□ Other: (Specify) ___________________________ _

METHOD OF DELIVERY: □ Print/ Paper □ MyChart □ CD
□ Other: (Specify) ____________________ _

*MyChart is Carilion Clinic's secure patient portal and preferred method of communication with patients.
If you request that we email your records,to you or to your personal represeritatixe u�ing siandfifQ (µr-:ien
crypted) email, please understand that this is not a secure form of transmission and your protected health
information may be intercepted by third parties during transmission. Carilion Clinic cannotbe'held respon
sible for records sent through'.unsecure communication methods.

I acknowledge, and hereby consent to such, that the released information may contain alcohol, drug abuse, psychi
atric treatment., sexually transmitted diseasetreatment, HIV testing, HIV results or AIDS information. __ (initial)

�� 
� 

CulILIONCLINIC 
CMC - CRMH CMC - CRCH CFMH CGCH CNRV CRBH CTCH 

Authorization to Release 
Protected Health Information 

CHART-0540 Orig. 6/03 Rev 7/21 Page 1 of 2 

CHART-0540 

1 111111111 111'11111:llllll'lllllill llllll:lllll:IIIIUIIIUIII IIII' 

PATIENT IDENTIFICATION 




