DMC Primary Care Phone: (603) 537-1300 UPLOAD RECORDS SECURELY

ATTN: Health Information Fax: (603) 537-1355 ON WEBSITE:
14B Tsienneto Road www.dmcprimarycare.com

Derry, NH 03038 UNDER “FORMS”
PRIMARY CARE

AUTHORIZATION TO USE/DISCLOSE HEALTH INFORMATION

Patient Name/Date of Birth: /

Address:

I hereby authorize DMC Primary Care to: [1 RELEASE TO [ RECEIVE FROM (please check one):

Person or Facility:

Address:

Fax: Phone:

INFORMATION TO BE DISCLOSED:

[J 3-year abstract of my records (includes office visits, labs, imaging, testing, hospitalizations, specialist visits and
procedures, plus all preventative care reports, such as mammograms, colonoscopies, and pap smears)

[J Immunizations [ Most recent physical exam

Date range: [0 Labs [ Imaging [ Office visits [ Other:

IF YOU ARE A NEW PATIENT, PLEASE DO NOT PROVIDE US WITH ANY RECORDS BEYOND THE LAST 3 YEARS

***IMPORTANT - PLEASE READ PARAGRAPH BELOW***

By checking the box and signing my initials next to a category of highly confidential information listed below, I DO NOT authorize
the use and/or disclosure of the type of highly confidential information indicated next to my initials, otherwise, the information
listed below may be sent/obtained as requested.

1 DO NOT AUTHORIZE THE RELEASE OF:
[J Mental Health/Behavioral Health Treatment (] HIV/AIDS Testing or Treatment
[J Sexually Transmitted Infections [ Substance Use (alcohol/drug)

[ Genetic Testing

PURPOSE OF REQUEST: [ Personal [ Medical Care [] Legal [J Insurance [ Workers’ Compensation
(] Disability Determination [] Other:
(] Transfer out of practice (reason):

By signing below, I acknowledge the following: © DMC Primary Care will treat me even if [ decline to sign this authorization. My
treatment, payment, enrollment or eligibility for benefits may not be conditioned upon signing this authorization. © I may inspect
or obtain a copy of this authorization and/or the protected health information described in this authorization. © Information
disclosed under this authorization may be re-disclosed by the recipient, and this re-disclosure may no longer be protected by
federal or state laws. © [ may revoke this authorization at any time by submitting a request in writing to DMC Primary Care, Health
Information Management. This revocation will not apply to any previously released information. © Fees may apply to requests
from third parties, as permitted by federal regulations. © This authorization expires one year from the date of signature.

Signature of Patient or Legal Representative/Guardian Relationship to Patient

Printed Name Date
Revised 11.2025



