
AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION 

Pa4ent Informa4on: 

Pa#ent Name: ______________________________________________________Date of Birth: ________________________________ 

Pa#ent Address: ______________________________________________________________________ Apt #: ____________________ 

City: __________________________________________ State: ________________________________ Zip Code: _________________ 

Authoriza4on for Use/Disclosure of Informa4on:  By signing this form, I ___________________________________, DOB, _____________, 

authorize you to release confiden#al health informa#on about me, by releasing a copy of my medical records, or a summary or narra#ve of my 

protected health informa#on, to the physician/person/facility/en#ty listed below, for the last _________________ years. 

To: 

Name: VitalCare Family Prac4ce  

Address: 7300 Ashlake Parkway, Suite 200 

City, State, Zip: Chesterfield, VA 23832-2827  

Phone: (804) 256-8282    Fax: (804) 256-8288 

From:  

Name: ______________________________________ 

Address: ____________________________________ 

City, State, Zip: ______________________________ 

Phone: ________________   Fax: _______________ 

Purpose:  I authorize the release of my health informa#on for the following specific purpose: _________________________________________ 

_______________________________________________________________________. 

(Note: “at the request of the pa#ent” is sufficient if the pa#ent is ini#a#ng this Authoriza#on)  

Informa4on to be disclosed:  I authorize the release of the following health informa#on: (check the applicable box below) 

❑ All of my health informa#on that the provider has in his or her possession, including informa#on rela#ng to any medical history, HIV or 

AIDS, drug treatment and/or abuse, mental or physical condi#on and any treatment received by me. 

❑ Only the following records or types of health informa#on: _______________________________________________________________ 

This authoriza4on will remain in effect un4l I revoke it in wri4ng. 

_____________________________________________                       __________________________________________   

Signature                                                                    Date     

If Individual is unable to sign this Authoriza#on, please complete the informa#on below:            

____________________________                     ______________________________                     _______________________      

Name of Guardian/ Representa#ve                         Legal Rela#onship                                                 Date                   

AMAR SHAH, MD • SHANTAN RAVULA, MD • DAVID VELASQUEZ, MD • YING MOYER, DO • CAITLIN BEAMAN, FNP-C • GRACE BEERS, PA-C • 

CAMILLE DWYER, FNP-C • CAROLINE FEINMAN, ACNP-BC • JENNIFER PEELE, FNP-BC • ERIN POOL, FNP-C • TAMMY CORSA, CPNP, CLC • KARLI 

SEEFRIED, FNP-BC • LEIGH ANN BRECKENRIDGE, DNP • MARIANNA NUTTING, FNP-C


