






	

	

Medical	Release	Form	

Though	I	may	be	covered	by	insurance,	I	understand	that	the	payment	for	all	services,	facilities,	and	supplies	are	my	
responsibility.	I	authorize	the	release	of	any	medical	information	necessary	to	process	this	claim.	I	permit	a	copy,	or	
other	facsimile	reproduction,	to	be	used	in	place	of	the	original.	I	hereby	authorize	Women’s	Health	Specialists	to	apply	
for	benefits	on	my	behalf	for	covered	services	rendered	by	Women’s	Health	Specialists	or	by	Women’s	Health	
Specialists’	order.	I	request	that	payment	from	your	insurance	company	be	made	directly	to	Women’s	Health	Specialists	
(or	to	the	party	that	accepts	assignment).	I	certify	that	the	information	I	have	reported	is	correct.	This	authorization	may	
be	revoked	by	me	at	any	time	in	writing.	

Where	do	you	prefer	to	be	contacted	(Please	circle	one)	

	 Home	 	 Work	 	 Cell	

What	is	the	number?	___________________________________________________________________________	

May	we	leave	a	message	with	test	results?	(Please	circle	one)				Yes	 					No	

Who	is	your	Primary	Care	Physician?					_____________________________________________________________	

Primary	Care	Physician’s	Phone	#:										_____________________________________________________________	

	
I	give	my	permission	to	release	any	information	regarding	my	health	issues	and/or	test	results	to		
	
_________________________________,	my__	_________________________,	who	can	be	reached	at		
		 (Name,	please	print)	 	 	 						(Relation	to	you)	
	
__________________________________.	
	 				(Phone	Number)	
	
We	now	have	a	Patient	Portal	where	you	can	access	your	chart	on	line.	Please	update	your	email	address	so	we	can	send	
you	an	invite.	
	
Email	address:	____________________________________________________________________________	
	
Do	you	prefer	your	test	results	be	sent	to	you	through	the	online	portal	or	a	phone	call?	_________________	
	
	
Print	Name:	____________________________________________________		 Acct	#	_________________	
	
	
Signature:	______________________________________________________	 Date:	__________________	
	


















