
 
 
 
 
Suburban Hospital has contracted with “HealthPort” to process 
your request for medical records 
 

FEE(s) FOR COPYING RECORDS EFFECTIVE JANUARY 2, 2010  
 
FOR PERSONAL USE: 
      The charge for this service is: 

$.73 per page, plus actual postage  
 

      For requests over 36 pages,   Healthport provides the following discount: 
   First 36 pages  $.73 per page   
   37+ pages          $.20 per page, + actual postage  

 
You will be pre-billed for the records and will receive an invoice from 

“HealthPort” for services rendered. 
As soon as the invoice is paid your records will be mailed.  

 
 
CONTINUED CARE:    Records going to a Physicians office or Medical Facility 
 
 The charge for this service is:  

Healthport does not bill if an abstract of the records are needed for 
continuing care purposes.  An example of this:  Key documents needed 
for a referred specialist OR to follow up with your primary care 
provider. 

 
 

All fees are based on HIPAA guidelines. 
 

Customer Service questions, please call 
1-800-367-1500 

 
Please allow 10 to 14 business days for records to be received by the requestor. 
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Authorization for Release of Patient Health Information

1.  I AUTHORIZE:    2. TO RELEASE TO: 
 
    Suburban Hospital, Inc.    ____________________________________________ 
    8600 Old Georgetown Road   Name of Receiving Person or Organization 
    Bethesda, MD 20814   
      ____________________________________________ 
    (301) 896-3777 (Phone)    Street Address 
    (301) 896-7352 (Fax) 
      ____________________________________________ 
      City, State, Zip Code 
 
3.  INFORMATION TO BE RELEASED: (Check all that apply.) 

�  Admission History and Physical �  Nursing Notes  �  Respiratory Therapy �  Discharge Summary 
�  Orders    �  Emergency Department �  Operative Reports �  Consultations  
�  Outpatient Surgery   �  Pathology Reports �  EKG   �  EEG 
�  Records from Other Hospitals  �  Radiology Reports �  Laboratory Reports     
�  Physical Therapy   �  Progress Notes  �  Occupational Therapy 
�  Abstract: H&P, Disch Summ, Consults, Operative Reports, 

  ER record, Lab, Radiology, EKG, Path results  
�  Other ___________________________________ 

 

 
 
 
 
 
 
 
 
4.  RECORDS FROM TIME PERIOD(S): ____ / ____ / ____  TO  ____ / ____ / ____           ____ / ____ / ____  TO  ____ / ____ / ____ 
 
5.  THE PURPOSE OF THE DISCLOSURE IS: 

�  Continued Medical Care �  Payment of Insurance Claim �  Legal 

�  Personal   �  Workers’ Compensation Claim �  Other ___________________________________ 
 
6.  DURATION OF AUTHORIZATION:  Unless otherwise revoked, this authorization is valid until ____ / ____ / ____ 
     or for a period of one year, whichever is less. 
 
7.  BY SIGNING BELOW, I UNDERSTAND AND ACKNOWLEDGE THE FOLLOWING: 

• That I may revoke this authorization at any time by presenting a written revocation to the Director of Medical Records 
for Suburban Hospital. 

• That I do not have the right to revoke this authorization if it was obtained as a condition of obtaining insurance 
coverage and the law provides the insurer with the right to contest a claim under the policy or the policy itself. 

• That any revocation will not apply to information that already has been release in response to this authorization. 

• That information release pursuant to this authorization may be subject to redisclosure by the recipient and no longer 
protected by federal privacy regulations. 

• That Suburban Hospital will not condition treatment on my signing this authorization unless (1) I am enrolled in a 
research study and the treatment is part of that study, or (2) the sole purpose for the provision of healthcare is to 
disclose health information to someone else. 

• That the fees for copying and mailing the information have been explained to me and I understand that I will be 
responsible for the costs of copying and mailing. 

• That if I have any questions about disclosure of my protected health information, I may contact the Medical Records 
Department. 

 
__________________________________________  _____________________________________________ 
Signature of Patient or Representative   Date 

__________________________________________  _____________________________________________ 
Printed Patient’s Name (at time of treatment)   Patient’s Social Security Number 

__________________________________________  _____________________________________________ 
Street Address      Patient’s Date of Birth 

__________________________________________  _____________________________________________ 
City, State, Zip Code     Daytime Phone Number 

__________________________________________  _____________________________________________ 
Printed Name of Patient’s Representative (if applicable) Basis of the Representative’s Authority (if applicable) 

SPECIAL AUTHORIZATION FOR RELEASE OF SUBSTANCE ABUSE OR MENTAL HEALTH RECORDS

I specifically authorize the disclosure of information relating to: 

_____ Drug and/or alcohol evaluation or treatment  _________________  (initial)  

_____ Mental health evaluation or treatment    _________________  (initial)
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