< THH PEDIATRICS

TENDER HEARTS & HANDS

fé Metropolitan
» Pediatrics

MID ATLANTIC PEDIATRIC PARTNERS®

|:| THH Pediatrics |:| Metropolitan Pediatrics

MEDICAL RECORD RELEASE FORM

Patient authorization for use and disclosure of protected health information

PATIENT(S)
Child's name: ‘ Date of birth:
Child's name: ‘ Date of birth:
Child's name: ‘ Date of birth:
Child's name: ‘ Date of birth:
Patient address: Contact cell:
City / State / ZIP: Email:

AUTHORIZATION DIRECTION AND RECIPIENT/SOURCE

By signing this form, | confirm that | am the patient, or the parent/legal guardian of the child(ren) named above, with authority to request records.
| authorize Mid Atlantic Pediatric Partners (MAPP):

|:| to release copies of medical records to: |:| to obtain copies of medical records from:

Physician or clinic: ‘

Complete address: ‘

Phone: ‘ Email: Fax: ‘

\ J

Reason for disclosure: 1 Moving

|:| Change of insurance |:| Child's age |:| Specialist

|:| Other: ‘

INFORMATION TO BE DISCLOSED

[1 complete medical record

|:| Full medical record, excluding: ‘

[] Basic medical record (medications, immunizations, vitals, last well-visit note)

[ otner: ‘

MAPP record delivery: Records posted to the patient portal are available for download for 2 weeks at no charge. Paper or mailed copies may be subject to a fee as
permitted by applicable law.

This authorization will expire one year from the date | have signed this form. | understand that | may revoke this authorization at any time by notifying Mid Atlantic Pediatric
Partners in writing, and it will be effective on the date notified, except to the extent action has already been taken in reliance upon it. By my signature on this form, | also agree
to pay any requested fees as established by Maryland House Bill 724.

Printed name: Signature:

Relationship to patient: Date:

Rev. 08.2026
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