PA HIPAA Authorization Form for Release of Medical Records
In Pennsylvania, the physician who creates the patient’s medical records is the owner of those records.  PA law states that a photocopy of the medical record may be released to the patient or patient’s representative, upon written request, within a “Reasonable Period of Time.”  The law also permits the office to charge a Reasonable Fee for preparing the copy.  

Dr. Frisch keeps very accurate and detailed information in the patient’s electronic chart.  Since all pertinent findings and results are summarized in the most recent patient exam note, it is not necessary to request the entire patient record. In light of this and the reduced administrative staff, we are only processing 3 types of requests.

Records from last year patient was examined:  $20.00______

Records from last 2 years patient was examined:  $40.00______

Patient’s last exam note $$10.00______

Patient Name_________________________________________   Date of Birth ______________________
Address______________________________________ City_______________ State_____ Zip_________

Phone_________________________________  
I hereby authorize Eye Health Physicians of Lancaster at 2207 Oregon Pike, Lancaster, PA  17601
to disclose the protected health information for the above-named patient as described below.
                                 Medical Records will only be released to the patient, not a doctor’s office. 
I understand that the information used or disclosed may be subject to re-disclosure by the person or facility receiving it and then would no longer be protected by federal privacy regulations.
I may revoke this authorization by notifying Eye Health Physicians of Lancaster in writing of my desire to revoke.  However, I understand that any action already taken on this authorization cannot be reversed, and my revocation will not affect those actions.  I understand that the medical provider to whom this authorization is furnished may not condition its treatment of the patient mentioned earlier on whether I sign the authorization.  
I have read and understand this authorization and authorize the use and/or disclosure of the health 
information described above.
______________________________________________                    Date____________________________
Signature of Patient or Personal Representative
If Personal Representative, Name_______________________________ Rel. to patient_____________________

Please mail the completed form and check to: (Cash or credit cards not accepted.)

Eye Health Physicians of Lancaster
2207 Oregon Pike, Suite 102
Lancaster, PA  17601


