


AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION
Medical Records Release Form
SECTION 1 — PATIENT INFORMATION

	Patient Legal Name:
	 
	Date of Birth:
	 

	Phone Number:
	 
	Treatment Date:
	 

	
Address:
	

	
Purpose of Request:
	 




SECTION 2 — AUTHORIZING FACILITY

I hereby authorize the following facility to release or obtain records:

	☐ Anesthesia Associates of Kansas City, PA
	☐ Mobile Anesthesia Care, LLC



	RELEASE RECORDS TO:
Provider / Organization:
 
Street Address:
 
City, State, ZIP:
 
Phone:
 
	
	OBTAIN RECORDS FROM:
Provider / Organization Name:
 
Street Address:
 
City, State, ZIP:
 
Phone:
 




SECTION 3 — RECORDS REQUESTED

Please check all record types you are authorizing for release:

	☐ Billing Records
	☐ Anesthesia Records


Other (please specify): 

 

Note: Records released under this authorization may include, unless excluded below, information relating to: HIV/AIDS, drug or alcohol treatment, mental or behavioral health, sexually transmitted disease, or genetic testing.

Exclude the following from this release: 

 




SECTION 4 — FAMILY MEMBER ACCESS AUTHORIZATION

I authorize the following family members or trusted individuals to access, request, or receive my protected health information on my behalf. Each authorized person must present valid photo identification when requesting records.

	Authorized Family Member #1

	 
	
	 
	
	 

	Full Name
	
	Relationship to Patient
	
	Phone Number



	Authorized Family Member #2

	 
	
	 
	
	 

	Full Name
	
	Relationship to Patient
	
	Phone Number



	Authorized Family Member #3

	 
	
	 
	
	 

	Full Name
	
	Relationship to Patient
	
	Phone Number




SECTION 5 — TERMS AND CONDITIONS

Right to Revoke: This authorization may be revoked in writing at any time. Revocation will not affect information already released prior to receipt of the written notice.
Expiration: Unless revoked earlier, this authorization expires one year from the date signed, or on the date specified below. You may request a shorter period.
Fees: Copying fees may apply when records are requested for personal use or on behalf of a third party, in accordance with applicable state and federal law.
Re-Disclosure: Once released, AAKC no longer has jurisdiction or control over the released PHI. Information may be subject to re-disclosure by the receiving party and may no longer be protected under HIPAA.
Liability: By signing below, you release and hold harmless the disclosing facility from any liability arising from the release of information made pursuant to this authorization.


SECTION 6 — SIGNATURES

	 
	
	 
	
	 

	Signature of Patient / Legal Guardian / Personal Representative
	
	Date
	
	Time



	 
	
	
	 

	If signing on behalf of the patient, printed name
	
	
	Relationship to Patient

	
	
	
	

	
	
	
	 

	
	
	
	

	Address of person signing
	
	
	Phone number of person signing

	
	
	
	




	Authorization Expiration Date:
	
	 


						defaults to one year from date signed if left blank


Please return the completed release and a copy of your drivers license either by fax to 913-428-2952 or mail a copy to AAKC P.O. Box 801185 Kansas City, MO 64180.
6/2026
