TLM Medical Services, LLC
2701 Middleburg Drive 
Columbia, SC 29204
Conigliaro Jones, MD
803.376.8875 Phone
803.376.8004 Fax
AUTHORIZATION TO RELEASE MEDICAL RECORDS
Medical Records From:





Medical Records To:

__________________________




TLM Medical Services, LLC

Name of Facility






Name of Facility 

__________________________




2701 Middleburg Drive
Address







Address
__________________________




Columbia, SC 29204

City, State, Zip Code






City, State, Zip Code

__________________________




Fax to: (803) 376-8004
Phone Number






Phone Number (803) 376-8875









Send Records by DirectMail to:








 
TLMMedicalservices@MicroMDDirect.com
Please release medical record information and/or immunization record information for:
Patient Name: _______________________


Date of Birth: _____/_____/_______










Social Security #: _____-___-_____

Are you planning to leave the practice? 
______Yes

______No

I am aware that if the medical record has information regarding substance abuse, psychiatric treatment, or communicable disease, this information may be released. 

Records Requested/Date of Service: ____________ Complete Record: ___________ Immunization: _________
Other (please specify): _______________________________________________________________________
Purpose of Disclosure: _______________________________________________________________________

I authorize the release of medical information to another provider/facility as deemed necessary for my treatment. I further authorize TLM Medical Services, LLC to obtain medical information from another provider/facility as deemed necessary in the course of my treatment. This authorization will expire ninety- (90) days from the date of signature and may be revoked by me, in writing, at any time. Information used or disclosed pursuant to this authorization may be subject to redisclosure and no longer protected by HIPAA. My heath care and payment for my health care will not be affected by refusing to sign this form. I understand there is a fee for copying my medical records. 
____________________________________________



____________________________________

Patient/ Parent/ Guardian Signature





Date
