
BILLING STATEMENT for COPIES of MEDICAL RECORDS 
RELEASED TO PATIENT, GUARDIAN, NEXT of KIN 

Name of Patient: __________________________________________ DOB ____________
                                               First                           MI                 Last

Complete Mailing Address where records are to be sent: 
_________________________________________________________________________
_________________________________________________________________________

Thank you for contacting us for a personal copy of medical records.  We value you as a patient and 
appreciate the opportunity to service your AUTHORIZATION TO RELEASE HEALTH CARE 
INFORMATION  (on reverse side).

As you may know, we are governed by the Health Insurance Portability and Accountability Act of 
1996 (HIPAA) to protect patients’ rights to confidentiality, as well as to track and report each request. 
Therefore, in order to fulfill your request, we must ask for an upfront fee before copying. This fee will 
offset costs associated with the copying, tracking and reporting processes surrounding your request.

There is a flat copy charge of $20.00 for any personal request for medical chart copies.  Make 
checks payable to BACTES Imaging Solutions, or fill out the credit card information below and 
return this form to us. We will process your request when payment is received. 

Thank you.
 

Type of Credit Card (Visa, MC or AMEX): __________ Credit Card No.: ______________________ 

Security Code: _____________________   Bank Name: __________________________

Expiration Date: ____________________ OR    Bank Acct#: _________________________

Name on Card: ______________________    Routing #: ____________________________

Card Holder’s Billing Address:  ___________________________________________________________ 

________________________________________________________________________

Telephone: (_____)   ________________________

Card-Holder’s Signature: _______________________________________

MAXIMUM TIME ALLOWED FOR COPYING MEDICAL RECORDS:
Thirty (30) days if chart is maintained at the medical office.
Sixty (60) days if chart is maintained off-site in medical records storage facility.
A thirty (30) day extension of the deadline may be added if MountainView Medical Group notifies you in writing of the extension.

PLEASE FILL OUT AUTHORIZATION TO RELEASE HEALTH CARE INFORMATION ON REVERSE SIDE

Form-MVMG-MedRecordsReleaseToSelf-2006



AUTHORIZATION TO RELEASE HEALTH CARE INFORMATION
~PEDIATRIC~

This release expires 90 days from the date of signature or upon written request

Patient’s Name: ______________________________________________________________________________________________

Date of Birth: ________________________________________ Patient’s Social Security Number: ____________________________

Previous Name Under Which Records May Be Filed:_________________________________________________________________

Patient’s Current Address: _____________________________________________________________________________________

Patient’s New Address if Moving:________________________________________________________________________________

Patient’s Current Phone Number: ______________________  Patient’s New Phone Number if Moving:________________________

I specifically authorize any current employee of:

Name of Doctor/Facility:_______________________________________________________________________________________ 

Address:___________________________________________________________________________________________________

to release my child’s medical records as described on this form for the following reason _____________________________________. 

I understand that when the information is released, it may be subject to re-disclosure by the recipient and may no longer be protected 
Personal Health Information (PHI).

Please release my child’s Medical Records to:

Name: ____________________________________________________________________________________________________

Address:___________________________________________________________________________________________________

City: ________________________________________________ State:_________________________  Zip Code:_______________

Please initial the appropriate box to indicate which records you wish to be released and be charged for:

_____ Immunization records only.
_____ Records generated in this office only (not including x-rays, fetal monitor strips, electrocardiograms, old records, 
              outside lab results)  If no box is initialed, this option will be used.
_____ Records generated in this office only (including x-rays, fetal monitor strips, electrocardiograms, old records, outside lab 

results, which may incur an additional charge).
_____  Other:  ______________________________________________________________________________________________

(specific dates of treatment or specific parts of the record).

PARENTAL / GUARDIAN /  LEGAL REPRESENTATIVE AUTHORIZATION:
PLEASE NOTE:  If you are a divorced or legally separated parent, or the guardian/legally-appointed representative of the patient, 
you represent to MVMG with your signature below, that under the terms of the court order governing your divorce or legal separation, 
or the guardianship/appointment as legal representative of the patient, you have the right to inspect and obtain the release of medical 
records, and the right to make medical decisions on behalf of the patient.

Parent Signature___________________________________________________________ Date ________________________
    (patients 18 years and older must sign for themselves)

OR

Signature of Guardian/Legal Representative__________________________________________ Date 
________________________
Relationship to Patient ______________________________________________________

PATIENT AUTHORIZATION:  Records identified below cannot be released without the patient’s written consent.

I understand that this separate, expressed consent is required to release sensitive healthcare information in my record, and 
I specifically request that MountainView Medical Group release any information in my medical record pertaining to 
discussion, testing, diagnosis, or treatment regarding sexual activity, reproduction,  birth control, sexual- or reproductive-
related diseases, and addiction to or use of drugs.

Patient Signature___________________________________________________________ Date ________________________



           Form-MVMGMedRecReleasePEDIATRIC    
               Revised April 2006


	Security Code: _____________________   					Bank Name: __________________________
	Expiration Date: ____________________		OR	   		Bank Acct#: _________________________	

