Chicago Lake Shore Medical Associates, Ltd.
676 North St. Clair Suites 2300 & 2000
Chicago, IL 60611
Telephone: (312) 926-6000 Fax: (312) 926-5971 (Suite A)

Authorization Form
for
Release of Medical Records to CLSMA

PATIENT INFORMATION

Patient’s Full Name Patient’s Social Security Number
Address Patient’s Date of Birth

City, State, Zipcode Patient’s Telephone Number
AUTHORIZATION

I hereby authorize the disclosure of my protected health information for the purpose of:
o Patient Request 0 Continuity of Care 0O Insurance o Attorney/Client Relationship

From the following (physician/hospital/person/class of persons):

NAME/INSTITUTION

ADDRESS

CITY, STATE, ZIPCODE

TO BE RELEASED TO:

Dr. at

Chicago Lake Shore Medical Associates
676 North St. Clair Suite 2300 or 2000
Chicago, IL 60611

INFORMATION TO BE DISCLOSED

The following specific information should be disclosed: (please check all that apply and provide dates of
service, if possible)

O Progress Notes from to

0 Radiology Results from to Page 1 of 2




o Lab Work from to

o EKGs/Echos/Cardiac Caths from to

o Other (please specify)

This may include, if applicable, sensitive information such as mental health, substance abuse, or HIV/AIDS
unless checked below:

o Mental Health o Substance Abuse o HIV/AIDS o Other

I understand that the information used or disclosed may be subject to re-disclosure by the person or class of
persons or facility receiving it, and would then no longer be protected by federal privacy regulations. I
further understand that I am entitled to receive an accounting of any disclosures of my protected health
information upon my written request.

I also understand that I have the right to inspect the disclosed information and may revoke this
authorization at any time by notifying Chicago Lake Shore Medical Associates, Ltd., in writing of my
desire to revoke my consent. However, I understand that any action already taken in reliance on this
authorization cannot be reversed, and my revocation will not affect those actions.

Fees for copies: Federal and state laws permit a fee to be charged for the copying of patient records. You

may be required to pre-pay for the copies or copies will be mailed to you along with an invoice for incurred
copying charges.

THIS FORM MUST BE COMPLETED IN FULL BEFORE SIGNING

Patient Signature Date Date of Birth or Social Security Number
Or, if applicable:
Signature of Guardian/Executor/Representative Date

Description of Authority to Act for Individual

NOTE: A copy of this completed, signed and dated form must be given to the signatory.
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