


Family Medical Center 
225 S Pine St.  Suite 200 Seymour IN 47274   P (812) 524-3333 F (812)524-3334 

Authorization for Release of Medical Information 

*Fill all blanks fully and completely to ensure proper handling of your records  

*Patient’s Name: __________________________________________________________________DOB_____________ 

*Address: _________________________________________________________________________________________ 

*City: ________________________________ State: ____________________ Zip: _______________________________ 

I undersigned here by authorize: 

*Dr. ___________________________ *Address: _________________________________________________________ 

*City: __________________________* State: _______________________ *Zip ________________________________ 

  to release the following portions of the medical record of the above named patient.  

*(Select only one option) 

_______The entire medical record 

Or  
______ The following specific portion of the medical record______________________________________________________ for the period of  
 
 
 ____________________________________________________to_________________________________________. 

Release this information to:  

*Name of Physician or Institution: ___________________________________________________________________ 

*Address________________________________________________________________________________________ 

*City _______________________________________*State: _______ Zip:___________________________________ 

Via First Choice by Direct Message HISP or Second Choice by CD 

____David R. Stout MD:  davidstout@fmcent.allscriptsdirect.net 

____Bradley S Morin MD: bradleymorin@fmcent.allscriptsdirect.net 

____Nicholas R Lemming MD: nicholaslemming@fmcent.allscriptsdirect.net 

____John L Fye MD: johnfye@fmcent.allscriptsdirect.net 

____Pamela H Snook-Tidd MD: pamelasnook@fmcent.allscriptsdirect.net 

____Martha J. Shirley DO: marthshirley@fmcent.allscrptsdirect.net  

The medical record is needed for the following purpose: _______________________________________________ 

I, undersigned, understand that I may REVOKE this authorization at any time, in writing, but the request shall remain valid until revoked or upon the expiration 
of thirty (30) days, whichever occurs first, EXCEPT to the extent that action has been taken thereon.  I understand that I am giving my permission to release 
medical information which may include treatment for physical and/or emotional illness, communicable illness, alcohol or drug abuse treatment, and/or HIV, 
AIDS, OR AIDS-related information.  

__________________________________________________                       ___________________            

Signature (as designed by law)            Date of Signature 

__________________________________________________         _____________________________________________________ 

Relationship (if other than patient)            Witness 

                  Released by_________________________________________________________Date:_______________________________
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