DERMATOLOGY ASSOCIATES OF ASHEVILLE, P.A.

JERRY N. ARIAIL, M.D.

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

PATIENT NAME:_________________________________
PATIENT NUMBER: ________________________

DATE OF BIRTH  ________________________________
PATIENT AGE: _____________________________

TELEPHONE NO. ________________________________

I, ___________________________________,   HEREBY AUTHORIZE THE RELEASE OF MY MEDICAL 

   (Authorized Representative )(Please Print)      INFORMATION FROM:

_____
Dermatology Associates of Asheville, P.A.

_____
___________________________________


390 South French Broad Avenue

Asheville, NC  28801
                       (OR) 

___________________________________



Fax:  828.252.5419

            







___________________________________

Including (if any):

· alcohol and drug abuse records protected under the regulation in 42 Code of Federal Regulation, Part 2.

· Psychiatric/psychological service records, social work records,

· Any information regarding serious communicable diseases and infections as defined by North Carolina Department of Public Health, including HIV, Hep. A, B, & C, sexually transmitted diseases, etc.

INFORMATION MAY BE RELEASED TO THE INDIVIDUALS OR ORGANIZATIONS LISTED BELOW, ONLY UNDER THE CONDITIONS STATED BELOW:

Name of person(s) or organization(s) to whom information is to be released to:

____________________________________________
Appointment Date: ___________________________

(Name of Person or Agency Receiving the Information)

____________________________________________
Telephone Number: __________________________

(Address to be sent to)

____________________________________________
FAX Number :  ______________________________

(City, State, Zip Code)

Specific type of information to be disclosed and dates of service:

_____
Any information related to my care for dates of service: 
____________________________________

_____
Progress Notes and Dates of Service:
__________________________________________________

_____
Discharge Summary______________________________________________________________________

_____
History & Physical_______________________________________________________________________

_____
Operative Report / Pathology ______________________________________________________________


_____
X-ray / Lab Reports _____________________________________________________________________

_____
Other  ________________________________________________________________________________

_____
Drug Test Results _______________________________________________________________________

_____
Referral Physician or Hospital Reports ______________________________________________________

The purpose and need for such disclosure (please check all that apply)

_____
Continuation of treatment or health care follow-up

_____
Lawyer / Legal

_____
Billing information / insurance investigation

_____
Social Service Referral

_____
Disability Determination

_____
Other (specify):

_____
Worker Compensation

________________________________________
___________________
____________________________

(Signature of Patient / Authorized Representative)
(Date)


(Relationship to Patient)

________________________________________      ___________________

(Witness)                                                                       (Date)

