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          PATIENT’S MEDICAL RECORD NO.:
AUTHORIZATION TO RELEASE MEDICAL INFORMATION


PATIENT’S FULL NAME: _____________________________________DATE OF BIRTH: _________________________

SOCIAL SECURITY NO.:  _____________________ PATIENT ACCOUNT NO.: (when applicable)___________________
PATIENT ADDRESS: _______________________________________________________________________________




No. Street                               City                              State                       Zip Code                      Telephone No.

1.  I authorize Taylor Regional Hospital, Campbellsville, KY, to release information from my medical record.  This authorization  
      includes release of radiology films and/or videotapes if requested.

2. This authorization includes release of information concerning treatment of psychiatric/psychological conditions, drug and/or
    alcohol related conditions and HIV or AIDS related conditions.

3.  The type and amount of information to be used or disclosed as follows: (include dates when possible)

      _______  Entire Medical Record                              
      _______  Discharge Summary            Date(s):  _________________________________________________________________                                                                                                                             
      _______  History & Physical                Date(s):  _________________________________________________________________                                   
      _______  Face Sheet                           Date(s):  _________________________________________________________________
      _______  Consultation Report            Date(s):  _________________________________________________________________
      _______  Medication Listing               Date(s): __________________________________________________________________
      _______  Emergency Room Record   Date(s):  _________________________________________________________________
      _______ Operative Report(s)              Date(s): __________________________________________________________________
      _______ Pathology Report(s)              Date(s):__________________________________________________________________
      _______ Laboratory Result(s)             Date(s): __________________________________________________________________
      _______ Radiology Report(s)              Date(s): __________________________________________________________________
      _______ Radiology Film(s)                  Examination(s) - Include date performed: ______________________________________                   

      _______ Other List: ___________      _________________________________________________________________________

      ____________________________     _________________________________________________________________________

      ____________________________     _________________________________________________________________________

4.  The above information is to be released to:

      Name & Title of Person:       ______________________________________________________ Taylor Regional Hospital utilizes
      Agency/Hospital:                  ______________________________________________________     a copy service and you may 
      Street Address:                     ______________________________________________________   receive a bill for services that 
      City, State, Zip & Phone No: ______________________________________________________  may includes a service charge.
5.  The above information is requested to be released for the following purpose only:

      _____ Continued Medical Care            _____ External quality/utilization review            ______ Legal Claim Processing

      _____ Personal Interest                       ______ Insurance Claim Processing
    ______ Other 
  
6.  I understand I have a right to revoke this authorization at anytime, but any revocation must be in writing. The revocation    

     must be presented to the Healthcare Information Department.  I understand that any revocation will not apply to any 
     information that has already been released in response to this authorization.  I understand that treatment, payment, 
     enrollment to any health plan or eligibility for health benefits are not affected by signing this authorization.

7.  Once these records are released the information is not protected by Taylor Regional Hospital and may potentially be 

     redisclosed by the party who received these records.
8.  I understand that I may inspect the information that is to be disclosed, but his inspection must be at a time arranged by 

     Taylor Regional Hospital Healthcare Information Department.

9.  This authorization will expire on:  ______________________.  If no date is included, the authorization will expire six (6)

     months after it is signed.

The undersigned acknowledges that the provision of free medical records by any person who receives this release shall fulfill the obligation to provide one (1) free copy of the medical records, and that any future request for medical records from Taylor Regional Hospital may result in a copying fee of up to $1.00 per page.

______________________________________________________

__________________________________________                 
                   Patient Signature





    Date


             OR

_________________________________________________

______________________________________

          Parent, Guardian, Authorized Representative



               Witness

_________________________________________________

______ Proof of Guardianship



If signed by Legal Representative, Relationship to Patient                   First free copy _____ Yes _____ No

Health Information Released by: ____________________________

TAYLOR REGIONAL HOSPITAL HEALTHCARE INFORMATION SERVICES

GUIDE TO OBTAINING MEDICAL RECORDS

As a patient, you are entitled to one free copy of your medical records under Kentucky Law (KRS 422.317)

Please follow the steps below to obtain copies of your medical records:

1.
Complete the authorization on the reverse side of this guide. 


Make sure you provide all of the requested information.

2.
Sign and date the authorization form.


NOTE:  If the patient is under age 18, the form must be signed by a parent. 

            If the patient is physically or mentally unable to sign, the form must be signed by the legal

           Guardian.  Proof of guardianship must be supplied to the hospital

           If the patient is deceased, the form must be signed by the next of kin (kinship is determined

           in the following order:  surviving spouse, child of majority age, parent, sibling).  Proof of kinship

          is required.

          In lieu of proof of kinship, legal documentation of assignment of Executor of Estate assignment

          is required.

3.
You may mail the authorization form to:

Taylor Regional Hospital

1700 Old Lebanon Road


Campbellsville, KY  42718

ATTENTION: 
HEALTHCARE INFORMATION SERVICES

4.
Taylor Regional Hospital utilizes a Copy Service.  This copy service will be responsible for copying and


mailing any requested information.  There is a fee of $25.00 charged for certification.
5. 
Following release of the first free copy (as required by KRS 422.317), a charge of $1.00 per sheet


shall be charged.
