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Patient Label
Patient Name
Medical Record #
Account #
Date of Birth

m Duke Health

AUTHORIZATION FOR RELEASE OF
PROTECTED HEALTH INFORMATION

Release From:
[] Duke University Hospital [ Duke Raleigh Hospital [ Duke Regional Hospital []Duke Eye Center [ Davis Ambulatory Service Center (DASC)

[J Duke Primary Care (specify location: ) [ Private Diagnostic Clinic (PDC) (Specify name: )
[J ALL DHE Entities [J Other (describe):

Action Requested:

[ Provide a copy of my Health Information to: [ I request to view my Health Information onsite (I do not want a copy)
[J Discuss my Health Information with:
Name Phone Fax
Address
Street City State Zip

How would I like the records or Health Information to be released? (for other options call #919-684-1700)

FORMAT (check one): [ Paper copy [ Electronic copy (CD) [ Electronic copy (flash drive) [0 MyChart

DELIVERY: [ Mail [ Fax [ In Person Pick up (NAME OF PERSON)
[ Oral Communication [0 Encrypted Email: (enter address clearly)

Purpose:
[ Continuation of Care [Insurance [llLegal [Personal [ Other (specify)

Treatment Date(s):
[J Treatment dates from to (Please be specific) OR [JALL Treatment Dates

Information to be Released: (check reports below)

[JENTIRE RECORD [ History & Physical [JED Record [ Discharge Instructions
[J Summary Information (Discharge | [J Radiology Reports [J Discharge Summary [ Clinic Notes (Ambulatory
Summary, Operative Notes/ O Laboratory Reports O Immunization Records Progress Notes)

Procedure Notes, Radiology, O Pathology Reports O PT/OT Notes [J Other (specify)
Pathology, Laboratory, EKG, ED O Clinic Notes (Ambulatory

Notes, Clinic Visits, Consults) [] Operative Report

[J Information contained in the Patient’s medical record related to psychiatric and/or psychological diagnosis, status,
symptoms, prognosis, and treatment to date. (May require physician approval.)
[0 Information contained in the Patient’s medical record related to treatment for alcohol and/or drug abuse.

| Understand That:

e The information to be released may include a diagnosis or reference to the following conditions: sickle cell anemia,
genetic testing, acquired immune deficiency syndrome (AIDS) or human immunodeficiency virus (HIV).

e Without my express revocation, this Authorization will automatically expire one year from the date signed below, unless | request
an expiration date less than one year.

e | may revoke this Authorization in writing at any time, except to the extent that action has already been taken to comply with it.
Such revocation shall not affect disclosures prior to the revocation to the extent that this Authorization was relied upon for such
disclosures made prior to the revocation.

e Information disclosed pursuant to the Authorization may be subject to redisclosure by the recipient and may no longer be
protected by the HIPAA Privacy Rule.

Signature: My signature is required to validate this Authorization. This Authorization is voluntary. If | do not sign this Authorization,
Duke University, Duke University Health System, and the Private Diagnostic Clinic, PLLC will still provide treatment and seek

payment for services provided. According to the North Carolina General Statutes, Health Information Management may charge for
copies of medical records. This Authorization will expire on

Signature of Patient/Guardian/Personal Representative Date Relationship (parent, guardian, etc.)

If you are not the patient, you MUST attach documentation of your
Witness authority to act on behalf of the patient. (other than parent).

Send request to the applicable entity address or fax listed below or email to: ROI-requestor3@dm.duke.edu. For questions: 919-684-1700

Duke University Hospital, DASC, Duke Raleigh Hospital Duke Regional Hospital Duke Eye Center

DPC clinics, PDC clinics H.I.LM. H.L.LM. Email: EyeCente-MedicalRecords@dm.duke.edu
H.LLM. 3301 Executive Drive 3643 N Roxboro Road H.LLM.

Box 3016 MOBS, 2nd floor Durham, NC 27704 PO Box 101005

Durham, NC 27710 Raleigh, NC 27609 Fax: 919-620-5165 Durham, NC 27710

Fax: 919-620-5165 Fax: 919-620-5165 Fax: 919-681-1013 e Phone: 919-684-3588
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Instructions on how to complete the authorization form to request medical records:

Read the entire form, complete each section and SIGN and DATE the form. Some instructions are provided below.
For more complete instructions on completing this form and other information regarding fees, please visit the Duke
Health website at: https://www.dukehealth.org/patients-and-visitors/hospital-information/getting-medical-and-
vitals-records

e Upper right hand corner of the form: Provide patient name, date of birth, phone number and medical record
number (if known).

¢ Release from: Check the box that corresponds to the location of treatment for which you want records released.
o If multiple locations, you are to check each box that corresponds to your encounter location

o If you would like records released from all providers within Duke Health Enterprise, simply check the
box for “All DHE Entities”.

e Action Requested: If you would like for your information to be released via oral communication (i.e.,
discussion between your healthcare provider and the person you designate), check the box “Oral
Communication”. You may limit the discussion to certain aspects of your care in the “Information to be
Released” section.

e How would | like the records or health information to be released?: Your options for releasing medical records are

paper, electronic (e.g., CD), fax, email or to your MyChart account. If you prefer options not listed on the form,

please call #919-684-1700. If you do not have a MyChart Account and wish to create an account, you can contact

Duke Health Customer Service at 919-620-4555.

¢ [Information to be released: You must identify the specific reports you want us to release for the treatment dates

you identified. These reports are identified on the Form by the name of the report. **There are additional boxes to
check if you are requesting the release of information related to psychiatric and/or psychological diagnosis records

or records related to the treatment for alcohol and/or drug abuse. These records will not be released unless you
check the appropriate box.

e Signature: The signature of the patient or personal representative of the patient is required on the bottom of the
form and the date the form is signed.
If you are the personal representative you must provide a description of your authority to act on behalf of the

patient. Examples of personal representative include an individual having Power of Attorney for the patient or

who may be the Executor of an Estate. Other relationships include spouse, parent, daughter.

Return of completed authorization form: Mail, fax or email as indicated at the bottom of the form.

Additional information: You may pick up your medical records in the Health Information Management Department in
any of DUHS hospitals during normal business hours: Monday — Friday 8 a.m. to 4:30 p.m. We are also available by
phone (919-384-7119) to answer any questions you may have on completing the release form or any general release
of information questions. Addresses for Duke Raleigh and Duke Regional Hospitals are located on the form. Duke
University Hospital office is located in the ground floor of DUH in Duke South Red Zone office #04255.

**If you are picking up medical records you must bring government issued photo identification.**
We will make reasonable efforts to comply with your request within thirty (30) days. If we are unable to comply
with your request within this timeframe, we will notify you in writing of the reason for delayed response beyond
thirty (30) days.
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NOTICE of NONDISCRIMINATION

Duke University Health System, Duke University Affiliated Physicians, Inc., Duke Home Care and Hospice,
Private Diagnostic Clinic, PLLC, and any duly authorized affiliates and subsidiaries (collectively "Duke
Health") complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. Duke Health does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex. Duke Health:

o Provides free aids and services to people with disabilities to communicate effectively with
us, such as:
0 Qualified sign language interpreters
0 Written information in other formats (large print, audio, accessible electronic formats,

other formats)

o Provides free language services to people whose primary language is not English, such as:
0 Qualified interpreters
0 Information written in other languages

If you need these services, contact Patient Visitor Relations at 919-681-2020 (option 3)
If you believe that Duke Health has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

Patient Visitor Relations

Box 2968 DUMC

Durham, NC 27710

Phone: 919-681-2020 (option 3)

Fax: 919-684-8296
patientvisitorrelations@dm.duke.edu

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Patient
Visitor Relations is available to help you.

You can also file a civil rights complaint with
U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office
for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail:

U.S. Department of Health and Human Services
200 Independence Avenue

SW Room 509F, HHH Building

Washington, D.C. 20201
Phone:1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ATTENTION: Language assistance services, free of charge, are available to you. Call 1-919-681-3007.
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SPANISH (ESPANOL): ATENCION: si habla espaiiol, tiene a su disposicion servicios gratuitos
de asistencia lingiiistica. Llame al 1-919-681-3007.

CHINESE (B89 30): R : MAGERAREIX, ELUKBERHS EYRE. FX
1-919-681-3007,

i

VIETNAMESE (TIENG VIET): CHU Y: Néu ban noi Tiéng Viét, co céc dich vu hd trg ngdn ngit
mién phi danh cho ban. Goi s0 1-919-681-3007.

KOREAN (8t=30]): =9I 5208 AlE0tAl= &2, A X MHIAS 222 018
= UASLICH 1-919-681-3007 HO 2 H3toH FAAIL.

tal

ol

FRENCH (FRANCAIS): ATTENTION: Si vous parlez francais, des services d'aide linguistique
vous sont proposés gratuitement. Appelez le 1-919-681-3007.

HMONG (HMOOB): LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev
pab dawb rau koj. Hu rau 1-919-681-3007.

RUSSIAN (Pyccknii): BHUMAHUE: Ecin BBl TOBOPUTE Ha PyCCKOM SI3BIKE, TO BaM
JOCTYITHBI O€CIUIaTHBIE YCITYyTH IepeBoaa. 3BoHUTE 1-919-681-3007.

TAGALOG-FILIPINO (TAGALOG): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-919-681-3007.

GUJARATI (%21cll): Yuell: %1 X Al slleddl &, Al [:9es eint st Acudl
dAMIRL U2 Guced B, Slot 50 1-919-681-3007.

MON-KHMER, CAMBODIAN (i24): [Utie: iGiSmysSun Manig;s,
NN SWIRSMAN INWESAS WU SHGESINUUITHSAY G $1808) 1-919-
681-30074

GERMAN (DEUTSCH): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos
sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-919-681-3007.

HINDI (&<l): e & =f% s & rera € a7 emoer forw g & AT g J4md Sursy 21 1-
919-681-3007 IT FieT T

LAO (w1992990): U090 1 20 91 0o 9wz 990, NIWL 2 NIy 0B
_ 80 wwrzr, osv g de 9, wn o W suln v w. s 1-919-681-3007.

JAPANESE (A AFE): IERIE : BAREZFHEINDEE. BEHOEEXZEZXCFAWCE
(TFF, 1-919-681-3007 £T. PBEEICT TELKCIZSULY,

o daal Gl el a5 4 salll Bac lusall ladd (b ¢ g yal) all) Caaais i€ 1Y) 1dda gala (dall) ARABIC .15

1-919-681-3007
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