	NCI/CCR/LP RECORD
	Authorization for the Release of Medical Information/Materials



INSTRUCTIONS: 

1. This request form must be used for materials originally submitted as a consult (e.g., patient has no NIH medical record, or patient has not enrolled in an NIH protocol).  All other requests should be submitted to the Medical Records Department, using form NIH-527.  Call (301) 496-3331 or (888) 790-2133 for more information.

2. Please complete a separate form for each requestor. 

3. Complete this form in its entirety and forward via FAX to (301) 402-2415 or to the address below:




NATIONAL INSTITUTES OF HEALTH, NATIONAL CANCER INSTITUTE

LABORATORY OF PATHOLOGY, 

ATTN:  HEMATOPATHOLOGY SECTION




10 CENTER DRIVE, MSC 1516











BLDG 10, ROOM 2N202







BETHESDA, MD 20892-1192





TELEPHONE:
(301) 496-0183  

IDENTIFYING INFORMATION: 
	Patient Name


	Daytime Telephone


	Date of Birth

	Address



	City

State


Zip Code


Country




RELEASE INFORMATION TO:
	Name


	Telephone

	Address


	Fax Number

	City

State


Zip Code


Country




Date Range of Information to be Released:  from

 
to    
__
__



(month/year)

(month/year)

Please check specific information to be released:

 FORMCHECKBOX 
 Pathology Tissue Exam Reports
 FORMCHECKBOX 
 Tissue Slides & Pathology Tissue Exam Reports
 

 FORMCHECKBOX 
 Other (Please Specify):




AUTHORIZATION:  Permission is hereby granted to the Warren Grant Magnuson Clinical Center and the National Cancer Institute to release medical information to the individual/organization as identified above.  I certify that I am the individual authorized to sign this form and understand that the knowing and willful request for or acquisition of a record (or materials with patient’s identification) pertaining to an individual under false pretenses is criminal offense under the Privacy Act (Title 45, Part 5b) subject to a $5,000 fine.

(Note:  submission of this form authorizes the release of the information specified within one year from date of signature.)
	Patient/Authorized Signature


	Print Name
	Date




If other than patient, specify relationship:




