
o Rainelle l\1edlcal Center, Inc.
645 Kanawha Ave.
Rainelle, WV 25962
Phone: 304-438-6188
Fax: 304~438-7430

o Meadow Bridge CHnic
POBox 120 .
Meadow Bridge, WV 25976
Phone: 304-484-775~
Fax:' 304-484-6205

o Rupert Clinic'
POBox 128
Rupert, \VV 25984
Phone: "304-392-1040

'Fax:' 304-392-2083

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION (PHI)

___ ~LaboratoryStudies
___ ~RadiologyReport,
___ Pathology ReSults
____ -Medieations '

Patient Name: _
Street Address: .,--- _
City, State, Zip Code _

U I request ------------------
release my Protected Health ,Infonnation to Rainelle Medical
Health Center •.

The specific infonnation to be released includes the folloWing:

___ History & Physical
____ Stafflprogress Notes

____ Growth Records
____ Immunization Records

____ Other.::.,· ---:_ ___:-'-:-,--

..,;;.

PHII.MR#~~~-~~~~~~-
P~one# _
:DOB: S.S # _

UIauthorize RAINELLE MEDICALCENTER
and its satellite clinics to release my Protectecl
Information (PHI) to: _. ,

Special Instructions: _

Date(s) of Treatment: ReasoDs fqi-RequestlDisclosw:e: ...:..- _

HIV, Behavioral Health, and Substance Abuse Information c6ntained Withinthe records indicated above will be released through
-this authorization unless otherwise indicateiI below ... ' "

DO NOT RELEASE: __ HIV Substan~-Abuse __ Behavioral HealthlPsychiatric Other _

I understand the-foJiowing: .. '

• - My h~th 1'ecordswiJI not be-rel~'by·any facility C?t'R¥C unless 'my pc::rmissionis.granted'by signature on this or the 'Consent/Pemtission To Provide Medic3I Services fonn (whicl,1gianis pemnsSion to forward my Pfllto obtain treatri1ent by a
refer.ra1physician). " '

• Only records specific to thepurpose~wi:llbe ~eased. , ' ' -
• A1th~gh prohibit¢,i{ is possible myPHI may beuP.rltelltiollaJly r:e..<fisclcisedby the racitity receiving my records; therefore,

su.ch information woUld no Jongei:be pc«t#ed by theiI(pP:A-PrivaCy Rule.
It I a:nentitl¢ ~9acopy ottl1is compl~.AAtl!o.r4iW(,)nfomi "
9 'This authorization is vaJid for oneyeat,D:otttthe4ate9t:'~ignatuie. unIess a specific tinle frame ofless than one year is

, docwnented herein; Specific titnefi-ame lim~4ltic.ij,'it~JlY '. , ... ',. ' " " ..
9 1:have the right to reVoke thisauthoriz.aiionat-miY fup~by5~ridinga written request to the facility trom which my:PfH is being

reqT,lesteq., " ,." ,,', '" ':, .', . '

.t> My.decision to revolce this authorization 40es not apply to any other release of PHl that bas been previously approved or which
ID<1-Y be necessary to obtain oit,re(eiTalto anotherphysic~an. ' ,-, . '.

.• My decision to revoke.this auth"oriiation may result i~ my insurance company refusing to pay for my medical.care and I agree to
be liable for'payment of the claim.' ..

8i Pbotocopies - Federal aDd.State law.s indicate, a reasonable. cost based fee may be charged f<;>rropies cithealth car~ reCords.
Copies of my reCords provided to a referral physician for my Continued car~ will be mailed at no charge.

(Indicate Authority/Relationship) .

Patient Signature: ----,-__or

Legal Representative: -=--;-:-:----.-~--------:-

Witness: ---'-~~~~~ __ ~ ~ ~-_-':-:~--

Date: -

Date:

Date:,..

-,{-

.... ;;., .•.. '- .. ,';


