[bookmark: fearless-care-llc]Fearless Care LLC
[bookmark: Xe97373f45ef28a200af06817215f0edfefd5394]Authorization for Release of Medical Records
Patient Name: ________________________________________________
Date of Birth: ____ / ____ / ___________
Phone Number: ________________________________________________
Address: ______________________________________________________

[bookmark: records-to-be-released]1. Records To Be Released
I hereby authorize Fearless Care LLC to release the following medical records:
· Complete Medical Record
· Office Visit Notes
· Medication List
· Laboratory Results
· Imaging Reports
· Treatment Plans
· Other (specify): ______________________________________________

[bookmark: release-records-to]2. Release Records To:
Name/Facility: ________________________________________________
Attention To (if applicable): __________________________________
Phone: ____________________________ Fax: _____________________
Address: ______________________________________________________

[bookmark: purpose-of-release]3. Purpose of Release
· Personal Use
· Continuity of Care
· Legal
· Insurance
· Other: _______________________________________________________

[bookmark: authorization-acknowledgment]4. Authorization & Acknowledgment
I understand: - This authorization is voluntary and I may refuse to sign. - I may revoke this authorization in writing at any time, except to the extent action has already been taken. - Records disclosed may be subject to re‑disclosure by the recipient and may no longer be protected by privacy laws. - Fearless Care LLC will not condition treatment, payment, enrollment, or eligibility for benefits on signing this authorization.
This authorization expires on: ____ / ____ / ___________ (If left blank, expires one year from signing.)

[bookmark: sensitive-records]5. Sensitive Records
I authorize release of the following sensitive information (optional): - ☐ Mental health treatment information - ☐ Substance use treatment information - ☐ HIV/AIDS‑related information - ☐ Genetic testing information

[bookmark: signature]6. Signature
Patient or Legal Representative: _________________________________
Relationship (if not patient): __________________________________
Date: ____ / ____ / ___________

For Office Use Only Date Processed: ____ / ____ / ___________
Processed By: _____________________________________________________
