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AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION

Lowcountry Orthopaedics & Sports Medicine | Arcis Healthcare, LLC
Phone: 843-797-5050 | Fax: 843-793-5402
IMPORTANT: This form must be completed entirely and clearly in order for the request to be processed. It is the
patient’s responsibility to provide accurate phone and fax numbers for the recipient.

Full Name: ‘ Date of Birth:
Street Address:
City, State, Zip: ‘ Phone (Home/Cell):
I, , authorize LCO/Arcis to release/obtain records for the following dates of service:

e Information to be Released:
[ ] Discharge Summary [] History & Physical []Progress Notes [] Operative Notes
[ ] Pathology Reports [ ] Laboratory Reports [ ] Radiology Reports [] Emergency Reports
[ ] Other (Please Specify):

RECIPIENT INFORMATION: Release To [ ] Request From [ ]
Name of Company/Agency/Facility /Person:
Street Address:
City, State, Zip: Email:
Phone: Fax:
DELIVERY PREFERENCE

How would you like to receive these records?

[ ] Secure Email:
I understand that standard email may not be a secure method of communication, and there is some risk that my protected health information
could be intercepted by a third party. By choosing this option, I elect to receive my records via email and accept this risk.

[ ] US Mail (Paper Copies): (Sent to the address provided in the Recipient section)

PURPOSE OF DISCLOSURE:
[ ] Referral to Specialist [] Disability []Insurance []Personal [] Workers Comp [] Continuing Care
[ ] Change of Doctor [] Legal [] Other:

I understand this authorization remains valid for 12 months unless revoked in writing. I specifically authorize the release of
information that may relate to Behavioral or Psychiatric care, alcohol/drug abuse treatment, and communicable diseases (including
HIV/AIDS and STDs). I acknowledge that once disclosed, information may no longer be protected by federal HIPAA regulations. I
release Lowcountry Orthopedics from any liability regarding such re-disclosure. I understand that I have the right to receive these
records in my choice of format (Paper or Electronic) and that while portal access is free, a reasonable cost-based fee applies for
records released to non-medical entities. I further acknowledge that Lowcountry Orthopaedics utilizes RecordQuest as a third-party
vendor for fulfillment and billing, and I agree to remit any applicable payments directly to them. Current Phone for Follow-up:

Patient Signature: Date:

Legal Rep Signature: Relationship:
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