DEPARTMENT OF THE AIR FORCE

56TH MEDICAL OPERATIONS SQUADRON (AETC)

LUKE AIR FORCE BASE, AZ 85309‑1525

________________        

                                                                                                                                                                                     DATE

MEMORANDUM FOR PATIENT CONCERNED



                            

    


FROM:
56 MDOS/SGOX


7219 N LITCHFIELD RD


LUKE AFB AZ, 85309-1525

SUBJECT:  Authorization for Release of Medical Information

1. Copies of medical records may be released by authorization of the patient. However, the following exceptions apply: (a) For dependent children under age 18, a parent or legal guardian may authorize release. (b) medical information on deceased persons may be authorized by individual with an "Appointment Letter of Personal Representation" or by individual named as executor. The executor must be established by way of a certified copy of the will in which he/she is named or by presentation of the original will. (c) Legal guardians of physically or mentally incompetent persons may authorize release of records by presenting a copy of a court order or legal power of attorney appointing guardianship.

2. In order to provide faster service, patients /requesters are reminded to be specific in what they want reproduced or released from their medical records. All requests will be mailed unless you request to pick them up. If picking copies up, they must be picked‑up within 3 working days after we contact you or they will be mailed. If you wish to request the release of medical information please complete the endorsement below.




   


   Release of Information Office

MEMORANDUM FOR 56MDOS//SGOX
1. I______________________________________________________ request and authorize the 56 MDOS/SGOX to furnish 

                             NAME OF REQUESTER/RELATION

copies/information from the records of:_______________________________________     ____________________________     



PATIENTS' NAME



   SPONSOR'S SSAN
2. Information being requested: From_______________to______________________________________________________

                                         (LIST DATES AND RELATED INFORMATION, IF ENTIRE RECORD IS NEEDED WRITE "ENTIRE RECORD")

3. 1 would like to pick up the copies. Please contact me at ______________-______________ (PLEASE PICK-UP WITHIN 3

DUTY DAYS AFTER WE CONTACT YOU OR THEY WILL BE MAILED)

Please include your address______________________________________________________________________________



      (NAME OF PERSON/AGENCY AND COMPLETE MAILING ADDRESS)
4. The information will be used for:________________________________________________________________________


                             (IF THIS IS FOR SEPERATION OR RETIREMENT PLEASE INDICATE-ALONG WITH FINAL OUT DATE)

5. Is this information going to be used for legal action?     YES / NO

6. This request is valid for 60 days after being signed. Subsequent release of the information without the permission of the patient or this facility is prohibited.

X_________________________________





X________________________________

SIGNATURE OF PATIENT/GUARDIAN 





 SIGNATURE OF WITNESS

THIS INFORMATION IS SUBJECT TO THE PRIVACY ACT OF 1976
