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Blue Valley Pediatrics

                         Request for Medical Records                                10/2011
I, __________________________, parent of ________________________, born on _____________

(Parent/Guardian) or patient if over 18 years of age   
(Patient)


       (Birthdate)
Address: _________________________, City ________________, State _________, Zip __________

Hereby authorize and request wellbody at Blue Valley Pediatrics to provide a copy of my protected health information


Circle One:

Self

or
Medical Office: ___________________________








Address:
____________________________








City/State/Zip: ___________________________
I understand there may be a fee for this service (*), and if so, I agree to pay the fee before receipt of the requested information.

I understand that certain patient information may be protected by Federal and/or State of Kansas laws, which may prohibit the release of such patient information.  I understand that wellbody at Blue Valley Pediatrics is compelled to comply with such laws.  I also understand that I may revoke (in writing) this consent at any time except to the extent that action has been taken in reliance on it.

This authorization expires one year from date signed.
I understand that I have the right to cancel this authorization at any time.  My cancellation must be in writing and sent to wellbody at Blue Valley Pediatrics, 6376 College Blvd, Overland Park, Kansas 66211 before December 24, 2011.

I understand that if my Protected Health Information is disclosed to someone who is not required to comply with privacy protections under HIPAA, then such information may be re-disclosed and no longer protected.  I relieve wellbody at Blue Valley Pediatrics of all responsibility for unauthorized disclosure or breach of confidentiality that may result due to this disclosed protected health information being in my custody control or the other third party described above.
I understand that I have a right not to authorize the use and/or disclosure of my child’s protected health information.  In such a case I would choose not to sign this authorization document.  I also understand that refusal to sign this authorization may mean that the use and/or disclosure described in this form will not be allowed.

I certify that I agree to the uses and disclosures listed above.  I may receive a copy of a sign copy of this form, if requested.

___________________________________________________________


__________________

Signature of Patient’s Parent/Guardian
or Patient if over 18 years of age




Date
*Note: Family may pick up one copy of patient’s medical records from Blue Valley Pediatric office before December 1, 2011 for no charge. Additional copies, copies requested after December 1st, 2011, or copies that require mailing will have a $25.00 fee required before available for pick up or mailing.
6376 College Blvd


Leawood, Kansas 66210


913-469-1225


Fax 913-696-0267








