MEDICAL RELEASE FORM

If you need this form translated in your language or if you have any questions, please call
CalOptima’s Customer Service Department at (888) 587-8088.

AuTORIZACION PARA DIVULGAR INFORMACION MEDICA
Si necesita esta carta traducida en su idioma o si usted tiene preguntas, favor de llamar al
Departamento de Servicios Para Miembros de CalOptima al (888) 587-8088.

Pon CHo PHEP CHiA XE HO6 SO BENH Ly
Néu qui vi can chuyén dich don nay qua tiéng Viét hoidc c6 gi thiat mac, xin goi Van
Phong Dich Vu ciia CalOptima & s6 (888) 587-8088.

Did you recently change your doctor? In order to provide you with the best care, your new
doctor may need your medical records from your last doctor. However, because they are
your medical records, you are the only person who can allow them to be moved. If you are
changing doctors, please fill out and return this form to your new doctor’s office.
Call your doctor’s office if you have any questions about this form, or if you need
help filling it out.

Dear:

(Name of your previous doctor or bealth care provider)

I allow you to give to ,at
(Name of your new doctor or bhealth care provider)

, the following information:

(Addpress and phone number of your new doctor or bealth care provider)

[ All health information and records about my medical history, mental or physical health, and
treatment that I received from / / to today’s date.

or

] Only these records or types of health information (including any dates):

I specifically allow you to give the following information (check as appropriate):

1 Mental health treatment information
] HIV test results
[ Alcohol or drug treatment information




The reason I am requesting this information is because I have changed my doctor. 1
understand that:

* This letter can only be used from now until one hundred eighty (180) days after the day I
sign it.

» This letter cannot be used to move my medical records again unless I sign another letter or
unless the law requires or allows my medical records to be moved.

* I may receive copies of this letter from my doctor after I sign it.

* I may take back this letter at any time.

* I have a right to not sign this letter if I don’t want my medical records moved.

* My doctor can’t change any treatments or fees because I sign or don’t sign this letter.

Member Name (please print)

Member’s Signature Date

If the member is a minor or has an authorized representative:

Name of parent or authorized representative (please print)

Relationship to member

Signature of parent or authorized representative Date

IF YOU ARE CHANGING DOCTORS, PLEASE FILL OUT AND RETURN THIS FORM TO YOUR NEW DOCTOR’S OFFICE.
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