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BOARD CERTIFIED/ELIGIBLE AND FELLOWSHIP TRAINED ORTHOPAEDIC SURGEONS WITH SPECIALTY TRAINING IN::

Fracture Care ¢ Sports Medicine ¢ Hip, Knee, Shoulder and Ankle Replacement « Knee Surgery
Shoulder Surgery * Wrist and Elbow Surgery ¢ Foot and Ankle Surgery
Spine Surgery  Pediatric Orthopaedics

2003 Medical Parkway, Suite 400 4175 North Hanson Court, Suite 104 810 Landmark Drive, Suite 110
Annapolis, MD 21401 Bowie, MD 20716 Glen Burnie, MD 21061

Phone (410) 573-2530 Fax (410) 573-2536 www.aaos.net

CONSENT FOR RELEASE OF INFORMATION(rev 10062008)

I hereby authorize Anne Arundel Orthopaedic Surgeons, P.A., to release my medical record information
including dates, history of illness, diagnostic and therapeutic treatment. The medical records to be
released may contain medical information pertaining to psychiatric, drug and/or alcohol diagnosis and

treatment.

Patient Name: Med Rec#:
Address:

Birthdate: Social Security#: Phone #:
Covering record(s) for the period from to

Date Date

Information to be released: ( ) Copy of complete health record(s) ( ) History and Physical
() Abstract ( ) Discharge Summary ( ) Operative Report ( ) X-rays ( ) MRl ( )CT

Other

(Note: A fee will be charged for copies of the medical record.)

Information to be released to:

Purpose of disclosure:

* In addition, I authorize disclosure of medical records received from other providers. (Note: The
disclosure of records furnished by other providers may be prohibited by those providers.)

* T understand this consent can be revoked in writing at any time. This revocation will not cover
disclosures made previously in reliance on this consent.

* This authorization shall expire 90 days from the date noted below.

* The facility, its employees, officers and medical staff are released from legal responsibility or
liability for the release of the information in accordance with this consent.

Signature of Patient or Representative Date

If representative, relationship to Patient Witness
() Records copied ( ) Mailed ( ) Ready for Pick-up Picked up by:
() ID checked Date: Initials:

Kim A. Stauffer, C.R.N.P. Christy L. Crowther, C.R.N.P. Shawn S. Simpson, P.A.-C.
Kerrie L. Sullivan, C.F.N.P. Courtney E. Steiert, P.A.-C. Andrea H. Stone, C.R.N.P. Deven J. Fetzek, P.A.-C.
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