Dr. Ron Shiver, M.D.
 Dr. R. Jason Valentine, M.D.

Tri County Medical Associates
#2 48th Street

Valley, AL 36854
(V) 334-756-2136

(F) 334-756-4184

Authorization for Release of Information.

I hereby authorize:
___________________________________________________________________








(Doctor or Hospital)




_______________________________________________ / (____)_____________







   (Address/Phone)




___________________________________________________________________







      (Approximate Dates of Care)

to release the following records to Tri County Medical Associates:

· Encounter Notes from Previous Year




I hereby additionally authorize
· Diagnosis History







Tri-County Medical Associates
· Procedure History and Notes





to receive copies of any protected
· Lab Results from Previous Year





health information relating to
· Previous EKG Results






any past psychiatric care or 
· Radiology Reports






diagnoses.
· Pathology Reports (including Pap Smears)

· Hospital Admission and Discharge Summaries

· Other:

Patient’s Signature: _________________________________________________
Date: ____ / ____ / _____
Witnessed By: _____________________________________________________
Date: ____ / ____ / _____

This document contains confidential and protected patient information and is intended solely for communicating with the doctor or hospital as outlined above.  Any inadvertent receipt of this document by a third party should be destroyed after notifying Tri-County Medical Associates.  Unauthorized use of this form or any information therein is prohibited.




Patient Name:  ____________________________________





Patient DOB:	____ / ____ / ____





Patient SSN: 	____ / ____ / ____





Patient Address: 











Initial








