GREAT RIVER PEDIATRIC CLINIC
MEDICAL RECORDS RELEASE FORM

___________________      ____________________      ________________           _________________
    Last Name                              First Name                              Middle Initial                      Date of Birth

____________________________________     ________________     ___________    ______________
   Street Address                                                                City                            State                     Zip Code

I, the undersigned, hereby authorize Great River Pediatric Clinic, located at: 

1521 N. 10th Street, Suite F                                    Blytheville                            AR                         72315
___________________________________       __________________        ____________    __________
Street Address                                                          City                                         State                     Zip Code
to provide my medical record information as outlined below to:
_____________________________________________________________________________________
Party Requesting Records

___________________________________       __________________        ____________    __________
Street Address                                                          City                                         State                     Zip Code
· Date(s) of Service requested: ______________________________________________________
[bookmark: _GoBack]
· I understand that the entire medical record, including information pertaining to drug or alcohol abuse and psychological or psychiatric treatment, will be provided unless I specify that the following information should not be released:
_____________________________________________________________________________________
I understand that i have a right to receive a copy of this authorization upon my request.

Request Date: _________________ Copy Received by: ______________________   Date: ____________

Patients Signature: ____________________________________________   Date: ___________________

Or Parent / Legal Guardian: ______________________________________________________________
