Spring Pediatrics

Authorization for Release of M edical Records

Date of Request:
Patient Name: Date of Birth:
Street Address: Apt / Unit:
City: State: Zip:
Phone: E-Mail:

| request that the above-named patient’s protected health information (PHI) from:

Clinic Name: Doctor:

Phone: Fax:

Be disclosed to:
Spring Pediatrics
Antonio E. Cornier, MD
Robert C. DaRosso, MD
10750 Columbia Pike, Suite 230
Silver Spring, MD 20901
Phone: (301) 585-9600 Fax: (301) 585-5888

| authorize thefollowing PHI to bereleased from my medical records, which | understand may
include psychiatric, drug and alcohol, and/or HIV information, with the purpose of continuation
of care:

Complete Medical Recordsfor All Treatment Dates
Complete Immunization Record

Newborn Screen Results

Lead Screening Lab Results

Most Recent Well Child / Physical Exam

Most Recent Lab Results
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| understand this consent isvoluntary and that | may revoke thisauthorization at any time by
written, dated and signed communication to the healthcar e provider. This consent will expire one
year from the date signed, unless otherwise stated asfollows: (date)

By signing | agreethat | understand and agreeto the authorization terms:

Patient / Parent / Guardian Signature Date Withess’ Signature Date

Name of Person Making Request:

Relationship to Patient:
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