Attachment Q. Medical records release.
Reading level: 8.0
Medical Records Release Form

Your medical records provide facts about the diseases you have had. The survey asked about these diseases:
· Cancers
· Parkinson’s disease 
· Kidney failure and other severe kidney diseases
· Severe liver diseases
· Lupus
· Aplastic anemia
· TCE-related skin disorders
· Scleroderma
· Infertility
· Endometriosis
We need to use your medical records to confirm that you had one of these diseases. Your medical records cannot be used unless you sign the statement below.  We will keep the records private to the extent allowed by law.  Any reports from this survey will only report on the group.  Reports will not identify specific people.  You have the right to refuse to release your medical records.  If you choose not release your medical records, you will not lose any benefits.  Please read the statement below.
REQUEST STATEMENT

I understand that I have the right to refuse to release my medical records.  If I choose not to release my medical records, I will not lose any benefits.

I request the hospitals, doctors, and other medical care providers that I have seen regarding my health condition to release information about me. I know that the Agency for Toxic Substances and Disease Registry (ATSDR) will only use this information for research.  I know ATSDR will take every reasonable precaution to make sure no information which identifies me is released.  ATSDR will also protect from release information about hospitals where I was seen and health care providers that treated me. This request expires one year from the date I signed it. A copy of this document with my signature is as good as the original.  

Name (please print):_______________________________________________________




First


Middle


Last

Name (signature):_________________________________________________________

Date: __________________ (month/day/year)
Letter for health care provider.
Date

Dear Health Care Provider:

Permission has been granted to the Agency for Toxic Substances and Disease Registry (ATSDR) to obtain medical records for (name of participant).  A copy of the medical records release form is enclosed.

ATSDR is conducting a study of the health of former Marines, their dependents, and civilian workers.  (Name of participant) reported (name of condition).

Please indicate whether or not you are able to confirm the diagnosis listed below for (name of participant) born on (DOB).

Condition: __________________________________________

○ YES, I can confirm the diagnosis.

○ NO, I cannot confirm the diagnosis.

Signature:_____________________________________________________

Date:__________________________ (mm/dd/yyyy)

Please provide pathology reports, if applicable, and return with this document in the enclosed postage-paid envelope to:

Contractor

Contractor’s address

If you have any questions about releasing this information to ATSDR, please contact me at xxx-xxx-xxxx or email me at xxx@cdc.gov. (Contractor) is working with ATSDR on this project.  If you have any questions about completing and returning this form, please call xxx at xxx-xxx-xxxx. 

Thank you for your time.

Sincerely,

ATSDR Official
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