Pioneer Pediatrics, LLC
161 Montgomery St., Suite D, Madison, MS 39110
Phone: 601-790-7039
Fax: 833-764-3859


Authorization to Request and Release Medical Records/Information

I, the undersigned patient or Responsible Party[footnoteRef:0], hereby authorize Pioneer Pediatrics, LLC and its health care providers to request the information listed below from the records of the medical practice/provider identified below, and authorize the medical practice/provider to release such information to Pioneer Pediatrics, LLC. [0:  “Responsible Party” refers to the parent, legal guardian, other legal representative, or other individual who, because the Patient is a minor, incapacitated adult or otherwise unable to accept this Agreement, accepts all financial and other obligations of this Agreement.] 



_____________________________________________________________________________
Patient Name								DOB 


______________________________________________________________________________
Medical Practice/Provider Name					Phone		Fax


The release of information to which I consent is for the purpose of continuity of care.
I authorize the medical practice/provider identified above to release to Pioneer Pediatrics, LLC, and its health care providers, my medical records and information for the following dates of care or outpatient services:

 ____ all dates of service

____ specific dates of service:___________________


I understand this authorization includes release of all medical records and can include sensitive information, including HIV records, Psychiatric Mental Illness, Drug/Alcohol abuse records, Venereal Disease and any other statutory protected diseases.  This authorization and consent will expire ninety (90) days following the date signed.  I understand that I may revoke this authorization and consent at any time except to the extent that action has previously taken in reliance hereof.

______________________________________________________________________________
Patient Name 				DOB					Date

______________________________________________________________________________
Responsible Party Name 			Signature		Relationship to Patient
