
	 NEUROSURGEONS

	 James	D.	Callahan,	MD

	 Aaron	A.	Cohen-Gadol,	MD

	 Jeffrey	L.	Crecelius,	MD	

	 Henry	Feuer,	MD

	 Randy	L.	Gehring,	MD	

	 Peter	G.	Gianaris,	MD

	 Eric	M.	Horn,	MD,	PhD

	 Steven	M.	James,	MD

	 Saad	A.	Khairi,	MD

	 Thomas	J.	Leipzig,	MD

	 Itay	Melamed,	MD

	 James	C.	Miller,	MD

	 Jean-Pierre	Mobasser,	MD

	 Paul	B.	Nelson,	MD

	 Troy	D.	Payner,	MD

	 Eric	A.	Potts,	MD

	 Michael	B.	Pritz,	MD,	PhD

	 Richard	B.	Rodgers,	MD

	 Carl	J.	Sartorius,	MD

	 Mitesh	V.	Shah,	MD,	FACS

	 Scott	A.	Shapiro,	MD,	FACS

	 W.	James	Thoman,	MD

	 Michael	S.	Turner,	MD

	 Thomas	C.	Witt,	MD

	 Robert	M.	Worth,	MD,	PhD

	 Ronald	L.	Young,	II,	MD

	
	 PEDIATRIC	NEUROSURGEONS

	 Laurie	L.	Ackerman,	MD

	 Joel	C.	Boaz,	MD

	 Jodi	L.	Smith,	MD,	PhD

	 Michael	S.	Turner,	MD

	 Ronald	L.	Young,	II,	MD

	 INTERVENTIONAL	
	 NEURORADIOLOGY

	 Andrew	J.	DeNardo,	MD

	 John	A.	Scott,	MD

	 PHYSICAL	MEDICINE	
	 &	REHABILITATION

	 Nancy	P.	Lipson,	MD

	 INTERVENTIONAL
	 PAIN	MANAGEMENT

	 Christopher	M.	Doran,	MD

	 Jose	Vitto,	MD

	 Derron	K.	Wilson,	MD

	 NEUROPSYCHOLOGY

	 Donald	C.	Layton,	PhD

	 ADMINISTRATIVE	OFFICES

	 Indianapolis	Neurosurgical	Group	
	 8333	Naab	Road,	Suite	250
	 Indianapolis,	IN	46260

	 Information	&	Appointments	
	 	 ph	 317.396.1300
	 	 fax	 317.396.1346

	 Indiana	University	School	of
	 Medicine	Department	of		 	
	 Neurological	Surgery
	 545	Barnhill	Drive,	Emerson	Hall	139
	 Indianapolis,	IN	46202

	 Information	&	Appointments

	 	 adults	 317.274.8422
	 	 fax	 317.274.7351
	 	 children	317.274.8852
	 	 fax	 317.274.8895

Goodman Campbell Brain and Spine is a merger of Indianapolis Neurosurgical Group 
and IU School of Medicine Department of Neurological Surgery

www.goodmancampbell.com

Release of  Medical Records

Patient Name: ___________________________________________________  SS#:_______________

Street Address: ______________________________________________________________________

City: _______________________________________  State: ___________ Zip:___________________

Date of  Birth: _______________________________  Telephone: _____________________________

I hereby voluntarily authorize and consent to disclosure of  my health records and/or information 
as stated below. I understand that I may refuse to sign this authorization and that my refusal will not 
affect my ability to obtain services, treatment or payment for services; unless services provided 
are solely to create health records for a third party, such as physical and drug testing 
for an employer or insurance company; or if  treatment provided is research related and 
authorization is required for the use of  health information for research purposes.

I understand that I may see and copy the information described in this form if  I ask for it.

Unless limited below, I understand that this release also pertains to records whose confidentiality 
is protected by either Federal Regulations (42 CFR Part 2) or State Law (IC 16-39-2) concerning 
hospitalization or treatment including but not limited to, information regarding treatment and 
related services for alcohol and/or substance abuse, communicable disease documentation, 
human immunodeficiency virus (HIV) or for mental health treatment or counseling.

c I authorize Goodman Campbell Brain and Spine to release information to: ___________________

___________________________________________________________________________________

c I authorize Goodman Campbell Brain and Spine to obtain information from: _________________

___________________________________________________________________________________

The purpose or need for the disclosure: ___  At the request of  the individual __ Other (Specify) ______

___________________________________________________________________________________

Information to be disclosed (Dates of  Service): _____________________________________________

I understand that this authorization is voluntary and that I have the right to revoke it at any time prior 
to its expiration date by written notification to Goodman Campbell Brain and Spine. This revocation 
will not have any effect on the information released pursuant to this Authorization before the revocation. 
I understand that the information released may be subject to redisclosure by any recipient and no longer 
protected by federal privacy laws.

Expiration Date or Event: ______________________________________________________________

Information to be released: ___Verbally ___Photocopy ___ Faxed ___ Other _____________________

Patient Signature: _______________________________________________________  Date: _______

Witness: _______________________________________________________________  Date: _______

Parent/Legal Guardian/Representative of  the above patient: ______________________  Date: _______

Copy of  this Authorization Given to Patient. Information used or disclosed because of  this authorization 
may be further disclosed by the recipient and therefore no longer protected.

Records released by: _____________________________________________________  Date: _______

Download Free Templates & Forms at Speedy Template http://www.SpeedyTemplate.com/




