Alan' Dappen, MD

d t . T 360 Maple Ave W, Suite D
% o c o r family medicine, P.C. Vienna, VA 22180

703-758-7651 www.docto r.com 1-888-docto r DrDappen@docto r.com

(352-BE57)

RELEASE of MEDICAL INFORMATION AUTHORIZATION FORM

Date
Date of
Patient Name: Birth
(First) (M.1) (Last) (DOB)
Address:
City: State: Zip:
Contact Phone: e-mail:

I am requesting and authorizing a release of my medical records. Please copy and
send:

O Entire medical record
or

O All files during the following dates:
or

O Specific records (such as labs, x-rays, EKG etc.)

(Please include approx. dates for the tests/files you're looking for)

Mail records from: Mail records to:

i O Alan Dappen, MD

doctokr family medicine, P.C.
360 Maple Ave W. Suite D
Vienna VA 22180

0 Or other address:
OR

0O doctokr family medicine, P.C.

360 Maple Ave W. Suite D
Vienna VA 22180

Signature (Required): Date (Required:

Name (printed): Relation to Patient:
O self
O legal guardian
O other
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(362-8657)

| also authorize and requests the release of the medical records for
the following dependents:

Date of
Patient Name: Birth
Patient Name: DOB
Patient Name: DOB
Patient Name: DOB
Signature(Required): Date(Required:
Name(printed): Relation to patient:
O self
O legal guardian
O other

NOTICE:
Fees For Copying Medical Records

doctokr family medicine charges $45.00/patient chart to scan your copy onto

disk or to copy it to paper. For charts over 50 pages, an additional $ 0.25/page is
added to the charge.

If another medical office is releasing the records to doctokr, verify with that

office what their charges will be to release the record to doctokr family
medicine.

Medical records originally transferred to doctokr from other doctors are not
considered part of the “release of medical records.” Copies of these older
records need to be obtained from previous doctors you have seen. We
recommend you keep a copy of these records to avoid this inconvenience.

Requesting the release of highly sensitive information such as HIV/alcohol/
psychiatric history in your record needs another authorization signatures.

| authorize the release of highly sensitive information including (state specifically
what tests or records are requested):

Signature(Required): Date(Required:
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