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AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

The information that you are requesting may be available through your MyChart Account at
https://mychart.dupagemedicalgroup.com. If you require additional information, complete this authorization.

Patient Information-Please complete all blanks

Name: Date of Birth:

Address: Telephone #:

City/State/ZIP:

I authorize DuPage Medical Group (DMG) to release patient records to:

Name of Individual/Organization

Address

City: State: Zip:

Method of delivery: Check the box for preferred method of delivery

O By US Mail:

O By secure electronic delivery (requires internet access): Email Address:
Select a PIN Number (up to 10 digits; if not chosen date of birth will be used)

O Call for pick up by the patient or their legal representative. All records will be held at the site for pick
up after payment is received. A Photo ID is required to pick up records.

Please indicate from which site you would prefer to pick up records.
O Administrative Office 1100 W. 31% Street, Downers Grove, IL. 60515 Suite 300 Reception desk
O 430 Pennsylvania Ave. Glen Ellyn, IL. 60137 1% floor greeter desk
[0 100 Spalding Drive, Suite 300, Naperville, IL. 60540 Registration desk

Name of person picking up the records, if other than the patient:

The purpose of the disclosure is:
O Continuation of Care O Personal reasons O Insurance O Legal
O Other (fill-in)

Records of 2 years or less going to the patient or individual reports or records going to other physicians
are provided at no charge. All other records require PREPAYMENT and are billed based upon the
number of pages to be released.
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INFORMATION REQUESTED
< Please note that “All Records” or incomplete treatment dates will NOT be considered specific.
The specific type of information to be used or disclosed is as follows: (Please check off all appropriate boxes)

[0 Identify Specific Dept/Physician/Location
O X-RayReports [ Cardiac testing O Labs [ Medication List

O TImmunizations O Physical Therapy O Progress Notes [ Other

For the following dates of treatment:

(for example: specific date 1/25/03; range of dates Jan-July 2001)

Specific Consent to use and/or disclose sensitive information if applicable to this authorization

3

% If your record contains sensitive health information and you DO want this information released,
you MUST initial and check in the appropriate space provided next to each choice.

[ Information about Mental Health *

U Information relating to the diagnosis and/or treatment of AIDS/HIV/STDs (sexually
Transmitted diseases) *

J Drug/Alcohol Abuse diagnosis, treatment, and/or referral information *

[ Information about Genetic Testing

*Consent of Minor
The minor’s (ages 12-17) signature is required in order to release information concerning care for:
1) Mental Health; 2) AIDS/HIV/STDs; and 3) Drug/Alcohol Abuse.

Signatures

< Tunderstand that I have the right to revoke this authorization at any time. I understand the revocation must
be in writing and must be sent to the attention of DMG’s ROI department at 430 Pennsylvania Ave. Glen
Ellyn, IL. 60137. The revocation will not apply to the extent that DMG has already taken action in reliance
on the authorization.

« Tunderstand that this authorization will terminate in 90 days or upon the following specified date or event,
whichever is shorter:

or
(Specified Date) (Specified Event)

< I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure
by the recipient and may no longer be protected by law.

< Tunderstand I have the right to inspect and/or receive a copy of the medical information to be used or
disclosed and also receive a copy of this authorization form.

< T understand I have the right to refuse to sign this authorization and DMG does not condition treatment on the
provision of the authorization for the requested use of disclosure, except disclosure necessary to determine
payment of claim (excluding authorization for the use or disclosure of psychotherapy notes); or provision of
healthcare solely for the purpose of creating PHI for disclosure to a third party (e.g. pre-employment or life
insurance physicals).

| HEREBY ACKNOWLEDGE THAT | HAVE READ AND FULLY UNDERSTAND THE ABOVE STATEMENTS AS THEY
APPLY TO ME. | CONSENT TO THE RELEASE OF RECORDS FOR THE PURPOSE STATED ABOVE.

Signature of Patient Date

Signature of Parent/Guardian or Representative Relationship to Patient Date
(Generally required if patient is under 18 yrs old or incompetent.)

Signature of Witness (Sensitive health information releases must be witnessed) Date
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