
MEDCURA HEALTH, INC. 

5582 Memorial Drive 

Stone Mountain, GA 30083 

Phone: (404) 298-8998   Fax: (404) 298-7658 

1-800-367-1500 

Authorization to Use or Disclose Protected Health Information (PHI) 

ALL SECTIONS BELOW MUST BE COMPLETED! 

PATIENT INFORMATION 

 
Last Name 

 

 
First Name 

 
Date of Birth: 

MI 

 

 
(MM/DD/YY) 

Alias/Married, Maiden Name:    

 
Address:    

 
City/State/Zip:    

 
Home Phone: Cell Phone: 

 
I hereby request and authorize MedCura Health, Inc.to: 
 

Release Information (Send) Obtain Information (Receive from another provider's office) 

 
Name of authorized facility/person: 
 
Address:  

 
City/State/Zip:  
 

Phone#:    

 
Fax:  

 
Email: 

 
INFORMATION TO BE RELEASED 

 

 Progress Office Notes  History/Physical  Immunizations  Labs/X-Ray Reports 

 

 Other: ______________________________  Date(s) of Service: ______________________________________ 

 

HIV, Mental Health and Drug & Alcohol Information contained in the parts of the records indicated above will be released through this authorization  

unless otherwise indicated by initialing below: _____ HIV   ____ Mental Health (Psychiatric)   ____ Drug & Alcohol 

 

The purpose for such disclosure is: 

Continue Medical Care 

 
Changing Physicians 

 
Insurance eligibility Personal 

Legal Investigation Other:    

 

ACKNOWLEDGEMENTS 
I acknowledge that I have read or had read to me and fully understand the above statements, and expressly and voluntarily consent to the disclosure of 

the information to the individual or agency named above. If I choose not to disclose my information I simply can refuse to sign this form. I understand 

that this authorization is effective for a period of 12 months from the date of signature unless otherwise specified below. I understand that I have the 

right to revoke this authorization at any time by sending a written request to the entity/person I authorized above to release the information. If 

applicable, specify other expiration date/event here:  

 

 
Patient Signature / Legal Guardian / Authorized Representative  Date  Witnessed By   Date 
 
Important: Your healthcare provider has selected CIOX to process and fulfill medical record requests on their behalf. Most requests are completed 

within 7-10 business days. Questions about your request should be directed to CIOX at 1-800-367-1500.  In most cases, there is no charge to send 

records directly to a physician. If I request my records to be sent to any entity other than a physician, including for my personal use, I understand that 

there may be a charge for this service. I agree to pay these charges. Although applicable law may prohibit re-disclosure of these records, I understand 

that it is possible that the facility/person that receives the records may re-disclose the information, therefore (1) CIOX and its staff/employees have no 

responsibility or liability as a result of any re-disclosure and (2) such information would no longer be protected by the Privacy Rule (HIPAA), 

however, such information is always protected by the drug and alcohol regulations. My decision to revoke the authorization must be made in writing 

to the aforementioned facility or CIOX. My decision to revoke the authorization does not apply to any release of my records that may have taken 

place prior to the date of my revocation of the authorization. My decision to revoke the authorization may result in my insurance company not being 

able to pay for my medical care and I understand that I may be responsible for payment of the claim. Neither the aforementioned facility nor CIOX 

can require me to sign the authorization in order to receive treatment. 
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