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DR. HAK S. SEO M.D.
188 16™ AVE. SUITE 107 DAYTON, TN 37321
PHONE: (423) 775-6933 FAX: (423)775-3372

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

DAYTON INTERNAL MEDICINE IS A HIPAA-COMPLIANT OFFICE.

PATIENT INFO

PATIENT NAME: DATE OF BIRTH:

ADDRESS: PHONE:

FACILITY TO RELEASE MEDICAL RECORDS

NAME: PHONE:
ADDRESS FAX:
CITY: STATE: ZIP:

DATES AND TYPE OF INFORMATION TO DISCLOSE

O OFFICE NOTES O LAB RESULTS

O IMAGING REPORTS O HOSPITAL STAY

O HOSPITAL DISCHARGE O IMMUNIZATION RECORDS
O PATHOLOGY REPORT O OPERATIVE REPORT

O SPECIFIC INFORMATION REQUESTED:
O SPECIFIC DATES REQUESTED:

THE PURPOSE OF THIS DSICLOSURE IS FOR CONTINUATION OF CARE. | authorize fo release or disclose to the above named
facility all my medical records, including and special protected medical records, such as those relating to psychological or
psychiatric impairments, drug abuse, alcoholism, sickle-cell anemia, or HIV infection for the purpose of medical freatment. |
understand that | may revoke this authorization at any time in writing. However, | also understand that any release which has
been made prior to my revocation and which was made on the basis of this authorization shall not constitute a Branch of
Confidentiality. | understand that my records are protected under the federal law regulations 42, CFR Part 2, HIPAA, and TCA
33 and cannot be disclosed without my written consent unless otherwise provided by these regulations. This authorization will
automatically expire within 12 months if no date is indicated below. | understand that treatment, payment, enrollment, or
eligibility benefits will not be conditioned on signing this authorization, and that there are no consequence to me if | refuse to
sign this authorization. | understand that once this information is used or disclosed it may be subject to redisclosure and may
no longer be protected except as required by federal law.

Signature of Patient or Representative Date



