
CCeennttrraall  IInnddiiaannaa  OOrrtthhooppeeddiiccss  
  
AAUUTTHHOORRIIZZAATTIIOONN  TTOO  RREELLEEAASSEE  IINNFFOORRMMAATTIIOONN            
I hereby authorize Central Indiana Orthopedics, P.C. to release to:  
 
Name: _______________________________________________ 
 
Address: _____________________________________________________________________________ 
 
Medical information from the health record of: 
 
Patient Name: ____________________________________  Date of Birth: ______________________ 
 
Address: _________________________________________ Telephone: ________________________ 

CCoovveerriinngg  tthhee  ttrreeaattmmeenntt  ppeerriiooddss::  

From (Date)_________________________________ to (Date)__________________________________ 

IInnffoorrmmaattiioonn  ttoo  bbee  ddiisscclloosseedd::  

££  Office Notes ££   X-Ray Reports       
££   Laboratory Test Results   ££      XX-Rays Films     ( M u s t  b e  r e t u r n e d  wi t h i n  3 0  D a y s )  
££ Operative Notes   ££   Other  ____________________________________________________________________  
 
Specific information to be disclosed: ____________________________________________________ 

II  uunnddeerrssttaanndd  tthhaatt  tthhiiss  wwiillll  iinncclluuddee  iinnffoorrmmaattiioonn  rreellaatt iinngg  ttoo  ((cchheecckk  iiff  aapppplliiccaabbllee))::  

££ Acquired Immunodeficiency Syndrome (AIDS) or infection with HIV (Human Immunodeficiency Virus)  
££ Treatment for alcohol and/or drug abuse   

Treating Physician: ______________________________________________ 
 
Purpose of disclosure of medical information: ____________________________________________ 
 
This authorization ££ does ££  does not include release of a copy of the itemized bill for treatment. 
 
Billing information to be released to: _____________________________________________________ 
 
I understand that this authorization will remain in force for a reasonable time in order to act upon the purposes for which it is given.  I also understand that I have a 
right to withdraw this authorization at any time.  I understand that if I withdraw this authorization I must do so in writing and present my written withdrawal to the 
Supervisor of Medical Records.  In addition, it is my understanding that if I withdraw this authorization it will not apply to any action that has been taken in reliance on 
it.  This authorization will automatically expire sixty-days after the “Date of Signature” or on the following earlier date, as specified by me.  I understand that the 
withdrawal will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.   
 
I also understand that authorizing the disclosure of health information is voluntary.  I can refuse to sign this authorization.  I need not sign this form in order to assure 
treatment.  I understand that I may inspect or copy the information to be used or disclosed, as provided by federal regulation.   
 
I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal 
confidentiality rules.  If I have questions about disclosure of my health information, I can contact the Medical Records Dept. for more information.  

This authorization will be valid for 60 days from signature, or until _____________________________________. 

_________________________________   ________________________________ 
Patient’s Signature       Guardian Signature 
__________________________________________    ____________________________________________ 
Date of Signature       Relationship 

_____________________________________________   ____________________________________________ 
Witness Signature and Date      Released By: 

 
 
Original: Medical Records; Copy: Patient 

 


