Board Certified Rheumatologist

[ rth rItIS Sepehr Mesdaghinia, MD FACR

MEDICAL RECORDS RELEASE FORM

Patient Name: Date of Birth:
Address:
City State Zip Code Phone #

[ I authorize Nova Arthritis and Rheumatology Specialists (Nova Arthritis) to disclose the following information to:
0 Myself
[0 Name of provider/facility/person(s)

Address
City State Zip Code
Phone Number Fax Number

Purpose(s) for this request:
O Insurance purposes [ Referred to outside Provider [ Changing physicians [ Legal purposes [ Moving
J Personaluse [1Other

Nova Arthritis Records to be released:
[ Progress notes O Labs [0 Radiology/DEXA

From: to [0 Most recent O Al

e lunderstand that the person(s) or practice | am authorizing to disclose my protected health information
(PHI) may charge a third party to do so. initials

e |understand that | may refuse to sign this authorization and that if | do, it will not affect my ability to obtain
treatment, payment, or eligibility for benefits and that | may inspect or copy any information used or
disclosed under this authorization. If | refuse to sign this form, the practice cannot use or disclose my PHI
for purposes outside of treatment, payment and healthcare operations. initials

e |understand that if the party receiving this information is not a healthcare provider or health plan subject to
the federal privacy regulations that the information described above may be redisclosed and no longer
protected by the privacy regulations. initials

e lunderstand that | may revoke this authorization in writing at any time except to the extent that the practice
has acted in reliance upon this authorization. My written revocation must be submitted to the Privacy
Official at 46440 Benedict Drive, Suite 206, Sterling, VA 20164. initials

This authorization becomes effective immediately upon signing it and it will expire once the request has been
completed. Every new request thereafter will require a new authorization form to be completed per our
practice policy.

Signature of Patient/Personal Representative Print name of Patient/Personal Representative

Relationship to Patient Date

46440 Benedict Drive . Suite 206 . Sterling, VA 20164
703.988.4142 703.988.4147 FAX
www.nova-arthritis.com



