
ST. JOSEPH FAMILY MEDICAL CARE 

1004 CARONDELET DR. SUITE 440 

KANSAS CITY,  MO 64114 

OFFICE: (816)943-7777   FAX: (816)943-7778 

 
AUTHORIZATION TO OBTAIN   

MEDICAL RECORDS 

 
All disclosures are in compliance with federal and state laws, including the health insurance portability 

and accountability act of 1996 (hippa), governing the use and disclosure of protected health information 

(phi). 

 

I hereby authorize st. joseph family medical care to OBTAIN FROM:           

   

 

Name of person/organization________________________________________________________________ 

 

Address_______________________________________________CITY_________STATE________ZIP________ 

 

Telephone number ________________________________________________________ 

 

Fax number________________________________________________________________ 

 

INFORMATION REQUESTED:  I hereby agree to this authorization & understand & that is must contain 

personal identifiable information & phi as defined by hippa to ensure accuracy. I understand I have the right 

to limit the type of information released & to revoke this authorization by submitting a notice in writing to 

the privacy officer. Unless revoked, this authorization will expire one year from date of signature or on the 

following date______________, if I choose to limit the information released. I understand that gvfp may inform 

may inform the requestor that portions of the record have been withheld. I understand the information 

disclosed may be subjected to re-disclosure by the recipient and no longer be protected by gvfp and their 

staff are hereby released from any legal responsibility, liability or disclosure of the below information the 

extent indicated and authorized herein. 

 

__________all medical records without the exception, including: clinical notes, lab testing(including hiv), 

mental health treatment, alcohol/drug abuse testing & treatment, sexually transmitted disease, secondary 

records,  

 

Or 

 __________partial medical records which may include hiv testing/treatment, mental health, alcohol/drug 

abuse testing & treatment, sexually transmitted disease & other sensitive information. Please specify parts & 

dates to be released: 

  

Progress notes: __________________    gyn reports: ___________________ 

Xray reports: _____________________                              physical: _______________________ 

Immunizations: ____________________                              consultations: _________________ 

Allergy:  __________________________                              other (specify): _________________ 

Lab reports: ______________________ 

 

for the purpose of:________________________________________________________________________________ 

i authorize the release of my medical records as indicated above. 

 

____________________________________________         _________________________         ________________________ 

Signature of patient or legal guardian                       date of birth                                     social security number 

 

___________________________________________           ______________________________________________________ 

Print name                                                                                    telephone number 

  

___________________________________________           ______________________________     ________      ____________ 

Address                                                                                          city                                         state              zip 

 

___________________________________________           __________________________________          ____________ 

Previous name which records may be found              witness                                      date 

Note to recipient: this information has been disclosed to you from records whose confidently is protected 

but federal & state laws(including hippa) & prohibits you from further without the written consent of the 

person to whom it pertains. Charges may apply for copies of medical records. A copy of this will be filed in 

the above named patients phi. 


