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 AUTHORIZATION TO RELEASE MEDICAL INFORMATION           
Patient Information: 

 __________________________________    _____________      _________________________    (______)_________________ 
          Name of Patient (Please Print)       Date of Birth         Maiden Name or Prior Names(s)         Daytime Phone 

______________________________________________________________________________________________________________   
Address:          Street                          City                         State                               Zip 

Records from:          __________________________________________________________________________________ 
(Provider or organization     Name                                       Address: Street               City                 State                          Zip 
releasing information) 

Release to:              ___________________________________________________________________________________________ 
(Where information may                   Name                                       Address: Street           City                 State                          Zip 
be disclosed)  
Upcoming Appointment Date (if applicable): ______________ Time: ____________ Dr./Phone: __________________________________ 

Why are you asking for this information to be released? (Circle one)    
At the request of the individual / Continued Care / Legal / Second Opinion / Transfer / Insurance / Other (Specify):_____________________ 

What kind of information do you want disclosed?   (Copy fees may apply including cost of supplies plus actual postage) 

_____ Doctor/Specialty records only  
_____ Information from the most recent 2 years of visits 
_____ Lab results (for duration of authorization) 

____ Radiology Images (on CD/DVD)     
____ Radiology Records
____ Other _________________ 

_____ Information from date (YOU MUST INDICATE DATES):___/___/___ to date ___/___/___ 
 I understand that: 

 I may ask to see and copy the information described on this form.  I understand that this authorization will expire on the following specific date, event, or 
condition related to the purpose of disclosure: ________________________, and that if no date is indicated here, the authorization will expire 12 
months from the date below.

 I may revoke this authorization at any time by notifying the Springfield Clinic Privacy Officer in writing, but the revocation will not affect any actions 
which the Clinic may have taken prior to the receipt of the written revocation.

 Springfield Clinic may not condition treatment, payment, enrollment or eligibility for benefits on whether I do or do not sign this authorization.

 I hereby authorize the use or disclosure of my individually identifiable health information as described above.  I have been made aware that if the 
receiver re-discloses my information, it may no longer be protected by federal privacy regulations, and that the Springfield Clinic is not liable for any 
consequences of such re-disclosure.

 Springfield Clinic will not be responsible for any charges incurred for the reproduction of medical records by another health care provider or its 
contractors, as a result of this request.  Any fees are to be directed to the patient’s Responsible Party, if not paid in advance.

 The information in my health record may include information regarding mental health, developmental disability, alcohol or drug abuse, child 
abuse and neglect, sexual assault, adult disabilities, and infectious diseases, including HIV. Refusal to consent to release of information will 
result in such confidential records not being released. If you do not wish such information to be released, state information to be 
excluded:____________________________________________________________________________________________________________

 Release of Behavioral Health Notes requires a separate authorization.

 Release of Clinical Photographs requires a separate authorization. 

In what format would like your medical records delivered to you?  (Circle one):  Paper Records / *Email  /  Other:________ 

*If you selected Email, please provide your Email Address (PRINT CLEARLY): ________________________________________________

        PLEASE NOTE: Copy fees may apply including cost of supplies plus actual postage – see page 2 for more details 

___________________________________________________________________________ ____________________ 
Signature of patient or patient’s legal representative (Form MUST be complete before signing) Date 

Printed name or representative and relationship to patient: ___________________________________________________________ 

Witness: ___________________________________________________________________  Date: _______________ 

   PLEASE see the reverse side (page 2) for IMPORTANT INFORMATION

____Genetics
____Immunizations Only
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myHealth@SC – 
Manage your health online with myHealth@SC. myHealth@SC is Springfield Clinic’s online patient portal that allows you to 
track and manage your health information in a secure online environment. For more information about myHealth@SC, visit 
www.SpringfieldClinic.com and select the Quick Link titled myHealth@SC Patient Portal.   

 Medical Record Request Processing Fees 

Springfield Clinic has partnered with CIOX Health to fulfill your request for a copy of your medical record.  Springfield Clinic 
has chosen to charge our patients discounted rates from the regulated fees in the State of Illinois.  

Please see details of rates for paper copies for Patient Requests at the Illinois Comptroller’s website for Copying 
Fees Adjustments.  

The fee should be remitted to CIOX Health Technologies as directed on the CIOX Health invoice you receive.   

_____________________________________________________________________________________________________________ 

Fax or forward this completed authorization for processing to the Correspondence Section, HIM Department.  This authorization 
does not replace the Springfield Clinic’s verbal authorization.  

Correspondence Fax Numbers:  (217) 527-2887 or (217) 527-4748 
Correspondence Phone Number: (217) 528-7541 Ext. 43749 or toll free (800) 444-7541 Ext. 43749 
Mailing address: Springfield Clinic – Attention: Correspondence, 1025 S. 6th Street, PO Box 19248 Springfield, IL. 62794-9248 

______________________________________________________________________________________________________________ 

Dear Patient: 

At Springfield Clinic, we continually strive to better serve our patients.  You can assist us in evaluating our endeavors by 
taking a moment to let us know why you have asked to have your records transferred.  Your response is important to us, and 
is most welcome. 

__________  My physician, Dr. _______________________________, is no longer with the Clinic. 

__________ I have moved to a new town and will be seeking care there. 

__________ I desire a second opinion regarding the proposed treatment. 

__________ My insurance no longer covers my doctor’s services. 

__________ My insurance company has requested that I obtain this information for an application or a claim. 

__________ My records are necessary in order to meet school or job-related requirements. 

__________ Other: ___________________________________________________________________ 

__________________________________________________________________ 

Springfield Clinic is committed to providing quality, caring, ethical, and accessible services through a patient-oriented 
organization.  We continue to diversify our wide range of specialty services in an attempt to provide a full range of medical 
care.  We would welcome any further comments you may wish to make. 
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