1215 George C. Wilson Drive, Suite B-3              GEORGIA WOMEN’S HEALTH CENTER	Phone: (706) 860-3681
             Augusta, GA 30909	www.georgiawomenhealthcenter.com	Fax: (706) 860-3682  


I, _______________________________________________________________ SS# ____________________ 
	First 			Maiden 		Last

Date of birth _________________ hereby request that:

Name: __________________________________________________________________________________

Phone#: _______________________________________   Fax#: ____________________________________

Release the following indicated (patient initials below) information to:

GEORGIA WOMEN’S HEALTH CENTER
1215 George C. Wilson Drive, Suite B-3
Augusta, GA 30909

_________ Pap Smear Result					Date of: __________________________

_________ Labs/Diagnostic Test only			Date of: __________________________

_________ History and Physical of last Visit 		Date of: __________________________

_________ Ultrasound, X-ray, & Mammogram Reports	Date of: __________________________

_________ All Medical Records				Date of: __________________________

_________ Other: ____________________			Date of: __________________________

Reason for Release: _____________________________________________________

CAREFULLY READ THE FOLLOWING: I am aware that some of the information in the requested medical records may be of a sensitive nature.  By signing below, I am granting permission for information pertaining to the above-mentioned areas to be released.  I waive any privilege or confidentiality existing under Federal or State law regarding such information including, but not limited to, protection afforded to:
· Communications made to a psychiatrist
· Communications made to a licensed Applied Psychologist
· Medical information concerning alcohol and drug abuse/dependency
· Medical information regarding mental illness
· HIV and AIDS confidential information
By signing this form you are releasing the above listed organization/physician from legal ramifications for sending this information to the requested organization/physician.
Signature: ________________________________________________		Date: _________________
Relationship to Patient: _______________________________. This authorization and consent is in effect for 90 days.  The authorization will terminate 90 days from the date appearing below.  I understand that I may revoke this authorization at any time by sending us a signed statement to that effect, except when information has already been released in reliance on this authorization or to obtain insurance payment.
Witness: _______________________________________ 			Date: __________________
