
 12345 N. Lamar Boulevard Suite 260 Austin, TX 78753WWW.WHDATX.COM 

Katie Boswell, MD  Amy Chapman, MD  Elliot Groff, DO  Tyler Handcock, MD  Jessica Mondshine, MD  Tieryn Boarini, NP 

REQUEST FOR RELEASE OF MEDICAL RECORDS 

We are unable to process incomplete forms 

Patient Name: ________________________________________________________________________________________ Date of Birth: _____________________ 

Address: _________________________________________City: _______________________________________ State: ___________ Zip Code: ________________ 

Records Requested: 

  Complete Medical Records  

 Please initial and date the area below if HIV/AIDS test results are to be included. 

I understand that the information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). 

It may also include information about behavioral or mental health services and treatment for alcohol and drug abuse.  

Please initial your choice below: 

  Yes, I consent to the release of this information.   No, I do not consent to the release of this information.    

 

  Records of Care from Date to Date Only _____________________________________ 

  Gynecology Only    Surgery Reports Ony    OB Records Only    Imaging/Ultrasound Report     Pathology/Lab Reports 

  Billing Information    Confer with another person orally about information in my record. Specify person under "To"     Other (please specify) _______________ 

 

Reason for Release:  

  Change of Physician    Disability Claim   Moving 

  Other _________________________________   Please tell us why you are transferring: __________________________________________ 

 

Furnish Records:     Release Records: 

  To: (Complete all fields for processing):    From:  

_________________________________________________________  Women’s Health Domain 

Name    

_________________________________________________________  12345 N. Lamar Boulevard, Suite 260 Austin, TX 78753 

Address      

_________________________________________________________  Phone: (512)425-3825 Fax: (512)425-3829  

City, State, Zip     

_________________________________________________________   

Phone  Fax       

  To: Women’s Healthcare Domain (we do not accept DVD/CD/thumb drives and will NOT create or click onto any link sent – please MAIL or FAX 

 

I, the undersigned, do hereby authorize the release of information described above from my medical record. I understand that I have the right to revoke this authorization at any time. I understand that if I revoke this authorization, I must do so in writing 

and present my written revocation to Women's Health Domain.  

 I understand the revocation will apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy. Unless otherwise specified, this authorization will expire in six (6) months. I understand a reasonable 

amount of time, not exceeding 15 days, may be required to retrieve my records. A fee may be changed according to TMА guidelines. The maximum fee will be $25.00. This request will be processed once the required fee is received.  

 

  

 

_______________________________________________________________________________________ 

Printed Name of Legally Authorized Representative (if applicable)  

If representative, specify relationship to the individual:   Parent of minor   Guardian   Other ______________________________________________ 

  

 

 

________________________________________________________________________________________ __________________________________ 

Signature (patient or legal guardian)      Date  

  


	REQUEST FOR RELEASE OF MEDICAL RECORDS

