OB/GYN ASSOCIATES OF SOUTHERN INDIANA, PSC

Guy D. Silva, M.D.   Stephen M. Baldwin, M.D.,  Marilyn M. Mahan, M.D.,   

Carol C. Borden, M.D.   Jacqueline H. Riely, M.D., 

Heather A. Lewis, M.D., Braidi Huecker, M.D.

Carole R. Buhts, MSN, N.P., Lesley G. Lantz, MSN, N.P.

Professional Arts Building; 1919 State Street, Suite #340; 

New Albany, In 47150

Phone# 812-945-5233    Fax# 812-945-2804
AUTHORIZATION FOR RELEASE OF INFORMATION

Patient Name: _________________________________________________________DOB:____________________

Social Security Number: _________________________________________Phone Number: ___________________

Address:  _____________________________________________________________________________________

Legal consent requirements regarding minors: Parental consent is required for individuals under the age of 18 whom are incapable or unemancipated (not freed from the parents care), in this case the minor’s consent is not required. (I.C. 16-36-1-3) A provider may withhold the information if the provider reasonably believes that the information requested is detrimental to the physical or mental health of the patient. (I.C. 16-39-1-5)

I authorize OB-GYN Associates of Southern Indiana to OBTAIN information from:  
_____________________________________________________________________________

______________________________________________________________________________

Phone# __________________________________ Fax# ________________________________

This authorization includes the release of medical record information, which may be a part of the record.  I further understand that this will include the release of DRUG AND ALCOHOL information unless I specify otherwise.

______  Diagnosis/Dates of Treatment


______  HIV (Aids or Aids related information)

______  Hospital Records




______  History and Physical

______  Office Records




______  Operative Report

______  Labs/Testing Results



______  Pathology Report
______  Radiology / Ultrasound



______  Pap Smear / Biopsy

Dates of Treatment or Services:  __________________________________________________________

Purpose of Release:  ____________________________________________________________________

This authorization for release of information will expire 60 days after patient’s signature.

_________________________________________________

________________________

Signature of Patient





Date

_________________________________________________

________________________
Parent or Legal Guardian





Witness

