
 

Reproductive Endocrinology & Infertility Specialists 
4745 Ogletown-Stanton Road | Suite 111 | Newark, DE 19713 

Tel: 302-738-4600 | Fax: 302-738-3508 
909 Lakeview Ave | Milford, DE 19963 
Tel: 302-424-6645 | Fax: 302-424-6647 

www.ivf-success.com 

 

AUTHORIZATION FOR USE OR DISCLOSURE 
OF PROTECTED HEALTH INFORMATION 

Please process this request within 15 calendar days as provided by law. This authorization shall be valid for 90 days from 
the date of my signature below. A copy of this authorization form shall be deemed as valid as an original. Patient has a 

right to a copy of this authorization. 

The information provided pursuant to this request will be used for fertility medical treatment. I may revoke this request 
at any time. My revocation must be in writing and will not apply to records already provided in response to this request. 
Except as required or permitted by law, Delaware Institute for Reproductive Medicine may not further use or disclose 
protected health information provided pursuant to this authorization without a new authorization signed by me. 

  I request that my entire medical record in your possession be provided. 

  Instead of providing the entire medical record, please provide only the following: 

     Laboratory tests for infection disease   Genetic testing 

     Laboratory test for blood chemistry    Prenatal and delivery records 

  Laboratory tests for hormone levels    Fertility treatment 

I understand that the information authorized for release may include records which may indicate the presence of a 
communicable or non-communicable disease which may include, but are not limited to, diseases such as hepatitis, 
syphilis, gonorrhea, and the human immunodeficiency virus (HIV), also known as Acquired Immune Deficiency Syndrome 
(AIDS). I further understand that my medical information may indicate that I have or have been treated for psychological 
or psychiatric conditions or substance abuse. 

I, , hereby authorize you to furnish the protected health information requested to Delaware Institute for Reproductive 
Medicine: 

SIGNATURE OF PATIENT:       Date:     

Physician/Facility Name:  

Facility Address:  Facility Fax#:  

I, the undersigned patient, request a copy of my medical records: 

Full Name:  

Date of Birth:  Social Security No:  

Home Phone No:  Cell Phone No:  

  Please release the records to: Delaware Institute for Reproductive  Fax:  (302) 738-3508 
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