
 

 

CONSENT FOR RELEASE OF MEDICAL INFORMATION 
Please print all information 

Name of Patient:  _____________________________________ DOB:   ___________________  

Patient’s Street Address:   ________________________________________________________  

____________________________________ Telephone:  _______________________________  

Reason for request:     getting second opinion only         living elsewhere during part of year    
 leaving group due to move   leaving group due to dissatisfaction   switching PCP     other: __________________   

As the patient or the patient’s legal representative, I authorize: 

Name of physician:   _____________________________________________________________  
Address of physician:   ___________________________________________________________  

To disclose to: 
Name of recipient:  ______________________________________________________________  
Address of recipient:   ___________________________________________________________  

If these records are to be picked up at our offices, I authorize them to be released to: 
 
Name of recipient:  ______________________________________________________________  
Address of recipient:   ___________________________________________________________  
Relationship to patient:   __________________________________________________________  

MEDICAL RECORDS (Please check one.) 
□ Information and records or copies of records relating to the history, examination, tests, treatment, and services rendered 
to me both as an outpatient and/or inpatient in connection with any condition or disease for the purpose of  . 

I specifically _____________________ to the disclosure and release of sensitive medical 
                      (consent or refuse) 
information concerning my treatment of mental illness, Human Immunodeficiency Virus, drug addiction, abuse, or 
dependency, or venereal disease, if any. 

□ Only those specific records as I describe: 
 _____________________________________________________________________________  
 _____________________________________________________________________________  
I may withdraw my consent by giving written consent to the above party, at any time prior to the disclosure or release of 
the information.  In the absence of the withdrawal of permission, this consent will expire one year after it is signed.  A 
photographic copy of this authorization shall be as valid as the original. 
 
I may refuse to sign this authorization. If so the refusal will not affect my ability to obtain treatment or payment or eligibility 
for benefits. 
 
If my information is used or disclosed pursuant to this Authorization, it may be subject to re-disclosure by the recipient 
and, as a result, it may no longer be protected by the Privacy Rule 
 
Rhode Island law requires medical records to be copied within thirty days from receipt of the request and allows for a 
reasonable processing fee.  Aquidneck Pediatrics will charge a fee for these requests (See back for fee structure).   
I agree to pay this fee. 
                                      
_____________________________________                     ______________________________  
              Authorized Signature                                                    Date                      

_________________________________      _________________________________________  
                 Print Name                                    Relationship if not patient or custodial parent 
                                                                       (Must prove guardianship or other legal authorization)           



 

Patient Record Reproduction Fee Approval Form 

Rl Code of Regulations R5-37-W1D/DO: Rules & Regulations Pertaining to Licensure and Discipline of 
Physicians - Medical Records. 

 

11/2 Medical records and medical bills may be requested by the patient or an authorized representative. All 
medical record requests to physicians shall be made in writing or upon receipt of a properly executed 
Authorization for Release of Health Care Information. Reimbursement to the physician for copying of medical 
records shall not exceed 25 cents per page for the first 100 pages. After 100 pages, the fee shall not exceed 10 
cents per page. A maximum fee of $15.00 may be charged for retrieval regardless of the amount of time 
necessary to retrieve the record. A special handling fee of an additional $10.00 may be charged if the records 
must be delivered to the patient or authorized representative within forty-eight (48) hours of the request. The 
healthcare provider shall ensure that the copies are transmuted (mailed) within 30 days after receiving 
a valid written request 

FEE Schedule (check off all selections that apply): 

It is the goal of Aquidneck Pediatrics. LLC to provide our patients various options based on level of need. Based 
on that principle, please review the following fee schedule: 

 _____ Provide a 2 year abstract (includes 5 years of diagnostics). Copy fee is $20.00. 

 _____ Entire record, You will be invoiced at the allowable R.l. Statute Copy Fee: $15.00 clerical fee, plus $.25 
for the first 100 pages, $.10 for any pages over 100. 

 ______ Any records requiring mailing will have a cost of shipping and handling of $3.50 added to the order. 

 ______ There is a special handling fee of $10.00 for records required in less than 48 hours. In some 

instances, this turn-around time may not be feasible, 

Please indicate selection(s) above and remit payment with the completed form to: Aquidneck Pediatrics, LLC,    
50 Memorial Blvd. Newport, Rl 02840, ATTN: Medical Records. Please be advised that we accept checks,   
VISA, and MasterCard. 

Patient Signature:    ______________________  Date of Birth  ______________________                  
 
Print Name  ______________________                                                               

Address                                                                                            Phone   ______________________ 

 ___ Bill my credit card. Card type/number: ______________________ Exp Date:.   _________________ 

 ___ Check Enclosed (Payable to Aquidneck Pediatrics, LLC.) 
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