Shobhit Negi, MD

Shobhit Negi, MD

3881 Ten Oaks Road

Suite 2A

Glenelg, MD 21737

Ph:410-489-4550

Fax: 410-489-4475 

Consent for Release of Medical Records

I hereby authorize the release of information from the medical record of: 

Patient Name: _______________________Phone Number:________________________________

Date of Birth: _____________________ Social Security Number: _______________________________

To:                                          From:

__________________________________

____________________________________ ___________________________________

Fax Number 

Please provide a copy, summary, or narrative of my medical records (as indicated by checkmarks):

____ Problem List ____ Psychiatric assessment

____ Progress Notes ____ Consultation Reports

____ History & Physical ____ Lab reports

____ EKG reports 

____ Confer with another person orally about information in my medical record

____ Other Diagnostic Reports (Specify) _______________________________________

____ Other (Specify) _______________________________________________________

lncluding information (if applicable) pertaining to:

____ Mental Health ____ Psychotherapy Notes ____ Drug/Alcohol ____ HIV/AIDS

Purpose or Need for Disclosures:

____ Continued Patient Care ____ Personal Use

____ Attorney/Legal ____ Insurance Claim/Application

____ Disability Determination ____ Other (Specify) ________________________

I understand that the information released is for the specific purpose stated above. Any other use of this information without the written consent of the patient is prohibited. l further understand that l can revoke the consent (in writing) at any time except to the extent that action has been taken in reliance on it. This consent will expire 90 days after the date of my signature unless otherwise specified.

Signature: ________________________________________ Date: ____________________

Witness: __________________________________ Relationship to patient: _____________

