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Please refer to these instructions when completing the Medical Records Authorization Form. 

This form is being completed by: 
• Answer PATIENT if you are the patient. 
• Answer PATIENT’S LEGAL/PERSONAL REPRESENTATIVE if you are completing the form on the 

patient’s behalf. You may be asked to provide documentation showing you have the legal authority 
to request their records. 

 

PATIENT INFORMATION 
• Write the patient's full name, date of birth, address, phone number, and email 

 

AUTHORIZED SENDER - Who do you want to request records from? 
• Write One Community Health or a One Community Health Provider. 

 

AUTHORIZED RECIPIENT - Where do you want your records sent? 
• Check the box if you want records sent to the patient only. (You can then skip to the next section if 

the recipient's information is the same as the patient’s.) 
• If records will be sent to someone other than the patient, enter the recipient's full name, address, 

phone number, and fax number or email 
 

RECORD DETAILS 
• What is the reason for this request? - Choose the appropriate reason for requesting records. Check 

only one [1] reason. 
• What service dates are you looking for? - List the date of service or an approximate date range to 

the best of your ability  
• What types of records would you like? (Check all that apply) 

• Visit notes from all providers – includes notes from any physician the patient may have 
seen through One Community Health 

• Visit notes from these providers only - Select only if you want notes from a specific doctor's 
visit. Giving us the doctor’s name will help to expedite your request. 

• Immunization (vaccine) record - Select only if you want immunization records (e.g., flu 
shot, DTAP, Hep B, etc.) 

• Lab results - Select only if you want lab test results (e.g., blood tests, urinalysis, etc.) 
• Radiology reports (CT, MRI, ultrasound, x-ray, etc.) - Select only if you want a copy of the 

written report dictated by the radiologist (does not include images) To request radiology 
images, please reach out to the imaging facility where the exam was provided. 

• Other - Select only if you are seeking records not listed above. You can provide specific 
details in the next section. 
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• Please describe the specific records you are requesting so we can respond thoroughly. 
This section is optional. Use this space to include any helpful details such as specific dates, 
providers, conditions, procedures, or tests to better clarify your request. 

• Can we release the following protected information that may be included in your records?  
Please check all that apply and then initial. You can leave this section blank if none apply to the 
records being requested. 

• Is there a deadline for this request? 
• Answer YES if you have a deadline, and then specify the date you need the records 
• Answer NO if you do not have a specific deadline 
• NOTE: California law allows healthcare providers up to 15 days to fulfill your request 

• How would you like us to release your records? - Tell us how you would like us to release your 
records. Choose only one option from the list. 

• Optional Expiration Date - Your authorization is valid for one [1] year unless an alternative date is 
written in this section. The alternative date must be at least 15 days in the future from the signature 
date to allow time needed to process your request as permitted by California law. 

 

PATIENT RIGHTS AND AUTHORIZATION 
• The first section is informational only. It explains your rights under state and federal privacy laws. The 

Special Records paragraph explains your rights regarding mental health and substance abuse. 
• Signature and Date - A signature and date are required for the authorization to be valid. If you are 

completing the authorization on behalf of the patient, also print your name and your relationship to 
the patient. 

 

ADDITIONAL REQUIREMENTS 
• Photo ID: A legible copy of your photo ID or other government-issued identification must be 

included with this authorization form for identity verification. If you are picking up records in person, 
you will be asked to show your photo ID at that time. 

• If you are not the patient: In addition to your photo ID, you must provide valid documentation 
showing that you are authorized to request records on the patient’s behalf. (Exception: Parents of 
minor patients.) Acceptable documentation includes: 

• Advance Health Care Directive (must be active at the time of the request) 
• Death Certificate 
• Proof of Executor of the Estate (for deceased patients) 
• Power of Attorney (must include authority for medical decisions and/or records release) 
• Caregiver Affidavit 
• Legal Guardianship documents 
• Foster parent court orders 
• Other valid legal documentation (subject to review) 

 

Thank you for choosing One Community Health as your healthcare provider. 


