BLOOMINGTON OBSTETRICS & GYNECOLOGY  

421 W. First St.
Bloomington,  IN  47403
     Authorized release of medical information

It is the office policy of Bloomington Obstetrics & Gynecology, in compliance with federal law, to not release confidential and/or unauthorized information to anybody other than the patient without the specific written permission of the patient.

This means:

· We cannot call you by phone to notify you of a lab result or change in office schedule unless we have your written permission to do so.  Please note that we cannot leave any message on an answering machine or voice mail that does not either identify you by name, a person you have authorized to receive your information by name or the number that has been dialed.  We can never leave medical information as a message, but can only ask that you call the office.

· We cannot tell anybody when your appointment might be, let them know you were in the office, that you have left the office or been admitted to the hospital without your written permission to do so.

· We cannot provide your medical information to anybody, except in very limited continuity of care situations, without your written permission to do so.  Transfer of records to another physician, for example if you elect to change providers at any time, requires a separate signed consent form.

Please tell us how we may contact you and to whom you give us permission to release information.  Without your written permission we cannot use any of the methods listed below and will not give information to anybody who calls on your behalf.  It is your responsibility to notify us if and when any of this information changes.

If you do not mark “yes” to any of these options then we may only contact you by sending you a letter.



Home telephone
[] Yes

[] No



Home voice mail
[] Yes

[] No



Cell phone

[] Yes

[] No



Pager


[] Yes

[] No



Work telephone
[] Yes

[] No



Work voice mail
[] Yes

[] No

Please list the names of people that may receive information about you from our office.

Spouse:____________________________________________________________________

Parent:_____________________________________________________________________

Other:_____________________________________________________________________

Patient/Guardian Signature:_________________________________Date:_______________
