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REQUEST FOR RELEASE OF MEDICAL RECORDS

From East Bay Naturopathic Clinic
Karen Peters, N.D.
I hereby authorize East Bay Naturopathic Clinic to disclose my individually identifiable health information as described below.   This authorization is voluntary and valid until written revocation notice is provided.  I understand that revocation will not apply to information that has already been released in response to this authorization.    

Patient Name (print)______________________________________________ 
Date of birth________________

Address__________________________________________________________ 
Email address: _____________________________________________________ 

phone____________________________________________________________

-------------------------------------------------------------------------------------------------------------------------------

Please release the following information:

By checking the spaces below, I authorize East Bay Naturopathic Clinic to release written records pertaining to the following information.  I also authorize East Bay Naturopathic Clinic to provide the following information via telephone consultation:

_________ Complete Medical Record
Patient Signature: ____________________________________________________________ 
Date ___________________________________
Parent/Guardian Signature (if applicable) ___________________________________________ 
Date ___________________________________
---------------------------------------------------------------------------------------------------------------------------------------

If your chart may contain the following confidential Information please sign for additional consent and know that the entire chart content will be released. 
I understand that certain information in these records cannot be released without specific authorization because of federal or state laws.  By signing the spaces below, I specifically authorize East Bay Naturopathic Clinic to release the following confidential information to the physician/clinic/hospital listed below:

______________________________________  HIV/AIDS test results and related information, including              patient signature                                               high risk behavior documentation.

_______________________________________Drug/Alcohol diagnosis, treatment, or referral 

patient signature                                               information.

_______________________________________Mental Health Information

patient signature
Information should be released to:

Physician___________________________________________________________________________

Clinic______________________________________________________________________________

__________________________________________________________________________________

address____________________________________________________________________________

phone_______________________________fax____________________________________________
email______________________________________________________________________________
It may take up to 15 business days for your request to be fulfilled. 
• progressive medicine with traditional roots • eastbaynaturedoc.com •
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