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Authorization for Release of Medical Records 
 
Patient Name: __________________________________________ 
Date of Birth: _________________________________________ 
Phone: _______________________________________________ 
Email (optional): ______________________________________ 
Address: ______________________________________________ 
______________________________________________________ 
 
I authorize Urology Centers of Alabama, P.C. (“UCA”), including its physicians, employees, 
and authorized representatives, to disclose my protected health information as described 
in this authorization (the “Authorization”). 
 
1. Recipient of Records 
Recipient Name / Practice: ____________________________________ 
Attention (optional): _________________________________________ 
Address: _________________________________________________ 
____________________________________________________________ 
Phone: ______________________   Fax: _____________________ 
 
2. Records to Be Released 
[ ] Complete medical record 
[ ] Records for dates of service: ______________________________ 
[ ] Only the following records: _________________________________ 
[ ] Billing records only 
[ ] Imaging reports 
[ ] Laboratory results 
[ ] Operative reports / procedure notes 
 
3. Sensitive Information 
This Authorization includes, if applicable, information relating to:  
[ ] mental health treatment 
[ ] substance use treatment 
[ ] HIV/AIDS-related information 
[ ] sexually transmitted infection information 
[ ] genetic testing information 
[ ] Other: _________________________________________________ 
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4. Purpose of Disclosure 
[ ] Continuing medical care / transfer to another provider 
[ ] Personal use 
[ ] Insurance / benefits 
[ ] Legal 
[ ] Other: _________________________________________________ 
 
5. Method of Delivery 
[ ] Mail 
[ ] Fax 
[ ] Secure electronic delivery / portal 
[ ] Other: _________________________________________________ 
 
6. Expiration 
This Authorization will expire on: 
Date: __________________________ 
OR Event: ______________________________________________ 
If left blank, this Authorization expires one (1) year from the date signed.  
 
7. Patient Rights and Acknowledgments 
- I may revoke this Authorization at any time by sending written notice to Urology Centers of 
Alabama, P.C. at 3485 Independence Drive, Birmingham, AL, 35209 or by visiting 
UrologyCentersAlabama.com/MedicalRecords, except to the extent action has already 
been taken in reliance on this Authorization 
- Information disclosed may be subject to redisclosure and may no longer be protected by 
federal privacy law. 
- UCA will not condition treatment, payment, enrollment, or eligibility for benefits on 
whether I sign this Authorization. 
- I am entitled to a copy of this signed Authorization. 
 
 
Signature of Patient or Representative: ___________________________ 
Printed Name: _________________________________________________ 
Date: ______________________ 
 
If signed by representative: 
Name: __________________________________ 
Relationship/Authority: ___________________ 
 
 


