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Elbert Memorial
HOSPITAL

REQUEST FOR RELEASE OF MEDICAL INFORMATION (ROI)

Printed Name of Person Requesting Release of Information:

Patient Name: Medical Record #
Date of Birth:

I request disclosure of the above named individual’s health information as described below.
I request Elbert Memorial Hospital to make the following disclosure.
The type of information requested is Date of visit & encounter #
Physicians dictations (history & physical,
Discharge summary, consult note, procedure
Note)
Emergency Room record
Medication List
Laboratory Reports/Results
Radiology Reports
Entire Record
Other (Description)

I understand that information requested is considered Private Personal Health Information (Protected Health
Information subject to protection in accordance with Federal HIPAA requirements) and contains sensitive and
confidential health information. I understand any disclosure of information carries with it the potential for an
unauthorized re-disclosure and the information may not be protected by federal confidentially rules.

Please mail the requested medical Information to the following:

Address

City State Zip Code

Signature of Requestor Date

Status which qualifies or entitles Requestor for Release of Medical Information (Patient, Individual with Patient
Signed Authorization for Release of Medical Information, Power of Attorney, Will-Executor of Estate, Attorney,
Insurance Company, etc.)

Enclosure: Documentation of Requestor ROI Eligibility Status and Identity (Power of Attorney, Will, etc.
accompanied by copy of Drivers License or other photo ID)



