Developmental Behavioral Center
9017 Cross Park Drive, Suite 300
Knoxville, TN 37923
Phone (865) 690-1464
Fax (865) 470-7255

Records Release Authorization
Patient Name: __________________________________________________ Date of Birth: _____________________________
For the purpose of coordination of care, I authorize Children’s Hospital Developmental Behavioral Center to release records
TO:
Name:_________________________________________________________________________________________________
Address:_______________________________________________________________________________________________
______________________________________________________________________________________________________
Fax: ____________________________

Phone: ____________________________

Your medical records do contain personal information.
Consider carefully before you release these records. (Check one)
o I authorize the release of the complete record
o I authorize the release of the record with the EXCEPTION of (please specify) _______________________
_________________________________________________________________________________________
I hereby authorize the disclosure of the individually identifiable health information as described.
I understand that this authorization is voluntary.
I understand that if the organization authorized to receive the information is not a health plan or health care provider, the
released information may no longer be protected by federal privacy regulations.
I understand that my care and the payment for that care will not be affected by my signature on this form.
I understand that I may see and copy the health record if I ask for it, and that I may get a copy of this form after I sign it.
I understand that I may revoke this authorization at any time and that unless an earlier date is specified it will automatically
expire 12 months after the date affixed below.
I understand copy of this authorization may be utilized with the same effectiveness as an original.
I am authorized to release information on the patient indicated and there is no court order denying guardianship, parental rights,
or authorization to release these records.

Relationship to patient:___________________________________________________________________________________
The hospital’s charges are:
First 20 pages = $20
Pages 21-250 = $0.50 per page
More than 250 pages = $0.25 per page
There is NOT a charge to release records directly to another provider. We do require a 72 hour notice for records.
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Signature:_________________________________________________________________ Date:________________________

