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OFFICE P OLICY FOR RELEASE OF INFORMATION 
P le a se  b e  a d vise d  t h a t  e ffe c t ive  Ma y 1, 20 23, t h e  p o licy fo r t h e  re le a se  o f m e d ic a l re co rd s  fro m  t h e  o ffic e  o f Dr. 
W illia m  M. Hu d so n  is  a s  fo llo w s:   

Tra n s fe r t o  An o t h e r  He a lt h c a re  P ro vid e r 
• Fre e  o f ch a rg e   

 
P a t ie n t  Re q u e s t s  
Th e re  w ill b e  a  ch a rg e  t o  p a t ie n t s  w h o  re q u e st  co p ie s  o f t h e ir m e d ica l re co rd s  fo r t h e ir o w n  p e rso n a l u se . Th is  
ch a rg e  is  t o  c re a t e  a n d  d e live r t h e  p o rt io n  o f re co rd  m a in t a in e d  in  p a p e r fo rm a t . Th e  ch a rg e  fo r t h is  se rvice  w ill 
b e : 
Fo rm a t  o f Orig in a l 
P a t ie n t  Re c o rd   Co s t  fo r  re c o rd  d e live re d  in  P a p e r 

 
P a p e r 

• $25.8 8  Ad m in ist ra t ive  Fe e  
• P lu s  co p yin g  co st s  p e r p a g e  fo r co s t  t o  c re a t e  a n d  d e live r t h e  p o rt io n  o f re co rd  m a in t a in e d  in  p a p e r 

a s  in d ica t e d  b e lo w : 
• Co p in g  co st  p e r p a g e  (1 – 20  p a g e s) $0 .97 
• Co p in g  co st  p e r p a g e  (21 – 10 0  p a g e s) $0 .8 3 
• Co p in g  co st  p e r p a g e  (10 0 + p a g e s) $0 .66 
• P lu s  a p p lica b le  p o st a g e  if m a ile d  

 
• On ce  co p ie d , you  w ill b e  p re -b ille d  b y ou r o ffice , a n d  you r re cord s w ill b e  se n t  o n ce  p a ym e n t  is  re ce ive d . W e  

on ly a cce p t  ch e cks a n d  m o n e y ord e rs p a ya b le  to  W illia m  M. Hu d son , MD, P C 
• Th e se  fe e s  a re  p u rsu a n t  t o  O.C.G.A §31-33-3 st a t e  g u id e lin e s from  Ju ly 20 22 a n d  a re  su b je c t  t o  ch a n g e  a t  

a n yt im e  
• Me d ica l re co rd s w ill on ly b e  m a ile d  via  t ra cka b le  cou rie r, a n d  t h e  sh ip p in g  fe e  w ill b e  t h e  re sp o n sib ilit y o f 

t h e  p a t ie n t  
• If you  h a ve n ’t  b e e n  se e n  in  th e  la st  3 ye a rs from  to d a y’s d a t e , yo u r ch a rt  m a y b e  sto re d  o ffsit e  a n d  is  su b je c t  

t o  re t rie va l. P le a se  a llow  30  d a ys to  p roce ss t h e se  re q u e st s  
• Me d ica l re co rd s m a y b e  se cu re ly t ra n sfe rre d  o ffsit e  o r t o  a  th ird -p a rty m e d ica l re co rd s m a n a g e m e n t  

com p a n y a t  a n y t im e  
 

At t o rn e y a n d  In s u ra n c e  Re q u e s t s  
Th e re  w ill b e  a  ch a rg e  fo r co p ie s  o f yo u r m e d ica l re co rd s , w h e n  p a t ie n t s  a u t h o rize  t h e  re le a se  o f su ch  in fo rm a t io n  
t o  in su ra n ce  co m p a n ie s , a t t o rn e y o ffice s , e t c . P a t ie n t s  w ill n o t  b e  re sp o n sib le  fo r t h e se  c h a rg e s . Th e  re q u e st o r 
w ill re ce ive  a n  in vo ice  fro m  o u r o ffic e . 
 
An y re q u e st  fo r m e d ica l re co rd s  m u st  h a ve  a  co m p le t e d  re le a se  o f in fo rm a t io n  fo rm  (s e e  t h e  b a c k  o f t h is  fo rm ). 
On ly co m p le t e d  a n d  s ig n e d  fo rm s w ill b e  p ro ce sse d . An y in fo rm a t io n  w ill c a u se  a  d e la y.  
 
P le a se  se n d  yo u r co m p le t e d  re le a se  o f in fo rm a t io n  fo rm  ALONG W ITH THE FEE AS DIRECTED BY OUR OFFICE 
b y m a il t o :  
Dr. W illia m  M. Hu d so n , MD, P C 
110  Sa m a rit a n  Drive , Su it e  10 1 
Cu m m in g , Ge o rg ia  30 0 4 0  
 

  



 

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 

PATIENT INFORMATION: 
P ATIENT NAME – LAST   FIRST MIDDLE INITIAL 

DATE OF BIRTH              EMAIL P HONE NUMBER  

ADDRESS                                                                                                                                                                                                                                                                   CITY STATE ZIP  

 

RELEASE INFORMATION FROM: RELEASE INFORMATION TO: 
P ro vid e r: W illia m  M. Hu d so n , M.D. Na m e :  
Ad d re ss : 110  Sa m a rit a n  Drive , Su it e  10 1 Ad d re ss :  
City, St a t e , Zip : Cu m m in g , Ge o rg ia  30 0 4 0  City, St a t e , Zip :  
P h o n e : (770 ) 8 8 7-0 4 72 P h o n e :  
Fa x: (770 ) 8 8 7-114 0  Fa x:  
At t e n t io n : Re le a se  o f In fo rm a t io n  At t e n t io n :  

 

INFORMATION TO BE RELEASED: 
 Complete Medical Record 
 Partial Medical Record – specified below fro m  d a t e (s) o f se rvice   
Histo ry a n d  P h ysica l La b  Re p o rt s  Ca rd ia c  Te st in g   
Co n su lt a t io n  No te s  EKG/Ca rd io lo g y Re p o rt s  Ra d io lo g y Re p o rt s  
Disch a rg e  Su m m a ry Op e ra t ive  Re p o rt s  Ra d io lo g y Im a g e s  
P ro g re ss  No te s  Ca rd ia c  Ca th e t e riza t io n  Re p o rt  Ca rd ia c  In t e rve n t io n  [P CI] Re p o rt  
Oth e r (d e sc rib e  in  d e t a il) _________________________________________________________________________________ 

 

PURPOSE OF RELEASE: 
Co n t in u a t io n  o f Ca re  Tra n sfe r o f Ca re  Oth e r (sp e c ify): _______________________   

 

METHOD OF DELIVERY: 
P ick Up                Fa x t o  n u m b e r lis t e d  a b o ve                Ma il t o  a d d re ss  lis t e d  a b ove                O th e r (sp e c ify): _______________________ 

 

P a t ie n t ’s  Sig n a t u re : ______________________________________________________________ Da t e : _______________________ 

OR Sig n a t u re  o f Au t h o rize d  Re p re se n t a t ive : ______________________________________ Da t e : _______________________ 

P rin t  Na m e  o f Au t h o rize d  Re p re se n t a t ive : ________________________________________  

P le a se  se n d  yo u r com p le t e d  re le a se  o f in fo rm a t io n  fo rm  ALO NG W ITH THE FEE AS DIRECTED BY OUR 
O FFICE b y m a il to :  

Dr. W illia m  M. Hu d son , MD, P C 
110  Sa m a rit a n  Drive , Su it e  10 1 
Cu m m in g , Ge o rg ia  30 0 4 0  
 

OFFICE USE ONLY: 
Da te  Re c e ive d : __________________________________    Re ce ive d  By: __________________________________ 
 
Da te  Re le a se d : __________________________________    Re le a se d  By:  __________________________________  

 Re co rd s  Fa xe d         Re co rd s  Ma ile d         Re co rd s  P icke d  Up  b y P a t ie n t /P a t ie n t  Re p re se n ta t ive  
 
P a t ie n t ’s  Sig n a tu re : ______________________________________________________________ Da te : _________________________________     
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OR Sig n a tu re  o f Au th o rize d  Re p re se n ta t ive : ______________________________________ Re la t io n sh ip : _________________________ 

 


