
  Authorization to Obtain Protected Health Information 

Patient’s Name: ________________________________________________________ 

Date of Birth: _______________________   Phone: ___________________________ 

Carson Medical Group Physician: ___________________________________________ 

I, ______________________________________________________________ 

Hereby authorize Carson Medical Group to obtain the following protected health information 
from:  

Person or Entity: __________________________________________________________ 

   Fax: ___________________________________________________________ 

 Mail: ___________________________________________________________ 

         ___________________________________________________________ 

         ___________________________________________________________ 

Unless specified otherwise, please supply the recent 2 years of medical records.      
Medical Records requested: 
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________ 

I also consent to the release and any and all information regarding alcohol, drug abuse, 
psychiatric/mental health, communicable disease, hepatitis, AIDS and HIV. 

X_______________________________________    X____________________________ 
  Patient/Guardian Signature Date Rev 11/23/2020 – CMG/CMG Forms/HIPAA Obtain Form 

For office staff only: 

Date received (initial & date) 

Patient/Guardian 
Identification  
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