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Medical Records Request
Dear Team,
Morning Star Urgent Care is writing to formally request copies of medical records for the patient detailed below. Please ensure that all requested information is provided in a timely manner to facilitate ongoing and future medical care.
Patient Information
· Name: ______________________________________                                                                                                                                                                                                                                                                                               
· Date of Birth: _______________                                                                                                                                     
· Address: ______________________________________                                                                                                                                                                                                                                                                                      
· Contact Number: _______________________________                                                                                                                                            
Authorization Form
Authorization to Release Medical Records
I, ______________________________________, hereby authorize____________________________________ to release my medical records to Morning Star Urgent Care. This authorization is granted under the following conditions:
1. Purpose: The purpose of this request is for [specify purpose, e.g., continuation of care, legal proceedings, insurance claims, personal use, etc.].
2. Scope of Information: The information to be disclosed includes but is not limited to:
· Medical history
· Current and past diagnoses
· Treatments and medications
· Lab and imaging results
· Consultation and progress notes
· Other (specify):                                                                                     
3. Duration: This authorization is valid for 1 year unless revoked in writing by the patient.
4. Revocation: I understand that I have the right to revoke this authorization at any time in writing, except to the extent that action has already been taken based on this authorization.
5. Privacy and Confidentiality: The information disclosed under this authorization is subject to privacy and confidentiality protections under applicable law. [Receiving Facility] and the receiving party shall take all necessary measures to protect the patient's privacy.
Signature: ____________________________
Date: ___________________
Thank you for your prompt attention to this request. Please send the requested medical records to the following fax number or email:
Fax: (844)-689-3527
Email: Info@msuc-elko.org
If you have any questions or require further information, please do not hesitate to contact us at (775) 515-7332. We appreciate your cooperation and professionalism in ensuring the patient's privacy and confidentiality are always maintained.
Sincerely,
Morning Star Urgent Care
Phone: (775) 515-7332    Fax: (844)-689-3527
247 Bluffs Ave Suite #101
Elko, NV 89801
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