Susan R. Tucker, MD, FAPA
PO Box 252
Norwich, VT. 05055


Authorization to Release/Receive Information

Patient Name: _____________________________________________ Date of Birth: _____________

Address: ___________________________________________________________________________

City: _______________________________________ State: ______________ Zip: ________________

Phone: ___________________________________________ SSN: ____________________________

From: ______ To: _____					From: ____ To: ____

	Name: _____________________________________		Susan R Tucker MD
	Facility: _____________________________________		P.O. Box 252
	Address: ____________________________________		Norwich, VT 05055
	City: _________________State: __________Zip: _____		

Records are sent free of charge to other physicians or medical facilities.  All other requests are billed at fifty cents ($0.50) per page for the first fifty (50) pages and twenty-five cents ($0.25) per page for the reminder.  There is a $10.00 retrieval and handling fee.

I understand the disclosure may include information regarding drug and alcohol abuse.  I further understand that this disclosure may include information regarding an illness of a sensitive nature i.e  psychiatric record, HIV testing and drug and alcohol use and testing.

I understand that under the Federal Confidentiality Regulations my records are protected and cannot be disclosed without my written consent unless otherwise prohibited in the regulation.  I further understand that I may revoke this consent at any time.

This consent will remain in effect until it is revoked in writing my me. ______ (initials)

Date: ______________           Signature: __________________________________________



