
  

 
 
 
 
 
This letter will authorize you and/or an agent of OrthoConnecticut  
to obtain a copy, summary, or narrative of my medical records  
(as indicated by the check mark(s) below) or to otherwise release  
confidential information.   
 
At this time I am requesting the following: 
 
□ Complete Record 
□ Records of care from _________ to _________ only 
□ Records of care concerning the following condition(s)/body part(s) 

________________________________________________________ 
 
I understand that the information in my health record may include 
information relating to sexually transmitted disease, acquired 
immunodeficiency syndrome (AIDS), or human immunodeficiency virus 
(HIV).  It may also include information about behavioral or mental health 
services and treatment of drugs and alcohol abuse. 
 
Please initial all exclusions: 
____ Drugs/Alcohol   ____ HIV/AIDS 
____ Mental Health/Psychiatric  ____ Sexually Transmitted Disease 
____ Other: _______________________________________________ 
 
Patient Name (Print):    Date of Birth: 
 
__________________________________  ________________ 
 
I understand that you will provide this information within 30 days from 
receipt of request. 
 
Patient Signature:     Date:  
 
__________________________________  ________________ 
(Patient or person legally authorized to consent on patient’s behalf) 
 
Relationship to patient: __________________________________ 
 
 
 

 


