Smyrna Pulmonary and Sleep Associates, PLLC

Prakash Patel, M.D.

13181 Old Nashville Hwy.


112 Airport Business Park Rd.
Suite 150




Suite G

Smyrna, TN 37167


Shelbyville, TN 37160

(615) 355-5105  Fax (615) 355-5195

(931) 536-4149   Fax (615) 355-5195



MEDICAL RECORDS RELEASE FORM
PATIENT NAME:  ___________________________________            DOB:  __________________    

 FORMCHECKBOX 
REQUEST RECORDS FROM
PHYSCIAN/FACILITY  
_____________________________________

ADDRESS  


_____________________________________





_____________________________________





_____________________________________
***RECORDS REQUESTED***
 FORMCHECKBOX 
RECENT OFFICE NOTES

 FORMCHECKBOX 
HOSPITAL CONSULT NOTES, ADMISSION/DISCHARGE SUMMARY

 FORMCHECKBOX 
LUNG FUNCTION TEST (PFT)

 FORMCHECKBOX 
SLEEP STUDY REPORTS

 FORMCHECKBOX 
IMAGING REPORTS _______________________________

 FORMCHECKBOX 
ORIGINAL RADIOLOGY FILMS

 FORMCHECKBOX 
OTHER _____________________________________________________________________________________
 FORMCHECKBOX 
FORWARD RECORDS TO
PHYSCIAN/FACILITY  
_____________________________________

ADDRESS  


_____________________________________





_____________________________________





_____________________________________
PHI WILL BE USED FOR    FORMCHECKBOX 
 Evaluation/Management  FORMCHECKBOX 
 Medical History
  FORMCHECKBOX 
 Other _____________________
____________________________________________                    ____________________________

SIGNATURE OF PATIENT/LEGAL GUARDIAN




DATE
____________________________________________

____________________________
PRINT NAME







RELATIONSHIP TO PATIENT
____________________________________________

_____________________________

WITNESS SIGNATURE






DATE

This authorization will expire   FORMCHECKBOX 
 _____________ or  FORMCHECKBOX 
  90 days from signature.
By signing this authorization, I authorize Smyrna Pulmonary and Sleep Associates to request/forward certain protected health information.  I understand that I have the right to revoke this authorization, in writing, at any time by sending such written notification to the practice’s Privacy Officer (Faith Lesniewicz at (615) 355-5105).  I understand that a revocation is not effective to the extent that my physician has relied on the use or disclosure of the PHI or if my authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim.

I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be protected by federal or state law. The use or disclosure requested under this authorization may result in direct or indirect remuneration to the physician from a third party.

10/2013
