
Medical Record Form (HIPAA Compliant)
HIPAA Notice: All information entered on this form is protected under the Health Insurance
Portability and Accountability Act (HIPAA). Ensure this form is handled and stored in accordance
with HIPAA regulations to protect patient privacy.

Patient Information

Full Name

Date of Birth

Address

Phone Number

Email Address

Medical Information

Allergies

Current Medications

Medical History

Primary Physician

Consent and Authorization
By signing below, I acknowledge that I have been informed of my privacy rights under HIPAA and
consent to the use and disclosure of the information provided for medical purposes only.

Patient/Guardian Signature



Type or sign here

Date

Submit
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