
ROCKBRIDGE HEARH PLLC
" 650 N. LEE HighwaY, Suite2

Lexington, Ya24450
Phone: 540-463-0951

Fax: 540-463-0954

RELEASE OF MEDICAL RECORD AUTHONZATION

DOB:

City: State:-ZiP:Patient Name:

Address:
SSN/ DL#

I authorize : RockbridgeHealth PLLC
650 North Lee HwY Suite 2

Lexington, VA24450

To:(please check one)

Information to be released/received:

scott B. Dubit M.D
Patricia L. Schirmer M.D

-_-curolu Tanna M.D
Zachary Dubit M'D

- 
Obtain proteottsd, hs.alrh intrbrmation S'BOM the following lojltig' 

^ ',
* il1*ffilt [df-t rra$*HJirtt prot ct*O'henlth infromation TO the followins

All Medical Records
Only medical records from (specify p-rovider).".- 

-

-OJv 
medicla records relatedto (specify provider) 

-

-Onty 
lab tests (sPecifi)

-Onlyimaging(sPecifi)*,,,,:-faplAnnual exam (most rBc$flt) ,, -

Msdiual rv$oid* s{$ dstir$d,r* l All hcalth intbmsti$fl. rffhether oral at rsclided in flty fpm or rnedium that identifie* rhe pfli8nt 0r csn readily

be associaterr rvith thc prticnt and rcratos to the pati.nrt care. il,s includes h€allhcsrc informtdon *ssociated rvith drugdatcohol rbusc' menlal or

If one of the above facilites is requesting this authorization to be completed' an individual has the right not ro sign with the

unelersimding that an individual'i.hsatth-care and-*ntp"y*tntfir'1ti+heatttr carc will not be affected'

I unde.rslsnd that this authorization may he revok*i-lf ti*"1 any tim:' prfviaed rltat l 'ds 
so in'r,rritirrg ald send it to

rnediEnr records,deparrmenr , up ro the sxsr$ tharl;;'d*u tr*ri"t adirdy ffi made. lals understnnd thrt ruy prorected

hearrh infonn*tion may d'il;-.di-.i*s*d by thJ*eil[ieot *itr,*r *y n rflrer*finsn ccnsenr unress provided by state

nnd federal taiv. nuthoriaaTtiilr'*,Ue.pio il"S dx);on&s unless otherwise specified' Expiration

_Otherr,${us$t . ., ,,

Purpose ofdisclosure:

Date:
Patient Signature(if over I 8)

or Dats:
Legal Representative /Guardianl, - '

Relationship to Patienq
Witness: G
n"o"*i Date 

- 

sY:

Authorization is HIPAA compliant (2016)


