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Description automatically generated]Outside Records Release or Disclosure of Health Information
PATIENT NAME: ___________________________________ DATE OF BIRTH: __________________
ADDRESS: _________________________________________________________________________
                 BEEBE GASTROENTEROLOGY, 33663 Bayview Medical Drive, #2, Lewes, DE. 19958 
                                        Phone 302-645-9325 Fax 302-644-1203
                               
Sujay Alvencar MD                                      Tiffany Edwards NP
Scott Clark MD                                             Heather Gibbs MD
Brianna Brancato PA                                   Homayoon Mahjoob MD
Colleen Cimo NP                                          Sylvia Oppong Antwi NP                                                                               
Robert Deckmann MD                                Mark Wilkinson MD
Records to be released to: ________________________________________________
Reason for request:  Transfer of care_______________ Other____________________
Please send only the information circled below.   
Entire chart                                                                     Any additional GI procedures/pathology
Last office notes                                                             All labs and imaging from last 2 years
Medication List                                                               Last Echo, Stress EKG
All colonoscopy/EGD Reports and pathology
I understand that my records may contain information regarding the diagnosis or treatment of HIV/AIDS, sexually transmitted diseases, drug and alcohol abuse, mental illness or psychiatric treatment.  I give my authorization for these records to be released unless specially excluded.  The following protected information is not to be released:
Drug/Alcohol/Treatment and diagnosis______Sexually transmitted disease_________
HIV/Aids diagnosis/treatment/testing_______Mental Illness or psychiatric diagnosis/treatment _____
I understand I do not have to sign this authorization in order to obtain healthcare benefits/treatment and that I may revoke this authorization at any time. The information I requested may be re-disclosed by the recipient.  
Patient signature______________________________Date____________________                
Amended on 10/31/2023
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