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1. I request and authorize the  
55 MDOS/SGOXI








 FORMCHECKBOX 
CALL       
2501 CAPEHART RD








(HOME PHONE)

OFFUTT AFB, NE 68113-2160




 FORMCHECKBOX 
MAIL

(402) 294-9085

to furnish to
     




(Name of facility or agency)




     




(Address)





     ,   ,

     




(City)

(State)
(Zip)
copies of, or information from any available records, including x-rays, in the case of :

     










     
(Patient’s Name)









(Date of Birth)
     










     
(Sponsor’s Social Security Number)






(Dates of Treatment)
2.
The requested information will be used for the following purpose:


     
3.
The parties to any pending or completed litigations are as the follows:  (If NONE so state)


     
4.
I consent to the release of the above specifies information about, or medical records pertaining to, the condition, treatment, and services received by the above patient, to those persons or agencies listed.  I further release the attending physicians, his/her associates, and the hospital and its employees and agents from any liability arising from the release of this information or records to such designated persons or agencies.  It is further understood that if the copies being requested are not picked up within 14 duty days of notification, the information requested will be mailed to the requestor’s address provided above.
5.
Authorization expires:       
6.
I authorize       to pick up my records.  (Leave blank if none)

____________________________________

     
(Patient’s Signature - if over 19. Guardian’s Signature if under 19)


(Date Signed)

____________________________________

     



     or 


     
(Signature of Witness)









(Date Copied)


(Date Mailed)


(Date Faxed)

PRIVACY ACT STATEMENT

AUTHORITY:  U.S.C. 8012, Title 10 and E.O. 9397

PURPOSE:  Information is required to validate identity and is used as the primary retrieval method for accessing and removing records from the approved file system.

ROUTINE USES:  Information may be disclosed to agencies outside DoD pursuant to 5 U.S.C. 552(b)(3) as required to conduct official business requiring the information.

DISCLOSURE:  Disclosure is voluntary.  Failure to provide SSN could result in a delay in retrieving the records.  Failure to provide other required data could result in hospital's inability to forward/copy requested records and documents.  Not providing this information WILL NOT impact on medical services provided.
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