The policy of this office, High Ridge Family Practice, LLC regarding the release of confidential medical records dictates that we do not send copies of the office charts/notes.  Please accept this summary in response to your request for records as we are in receipt of  ( ___ ) your payment for the requested information processing AND ( ___ ) the client’s/patient’s signature authorizing the release of the requested information to the requesting party.  The review of the medical chart and the completion of these forms require considerable time.  Therefore, the requesting party will be billed and expected to pay for this information.  Typically, the payment must be received prior to the processing of the report.  The basic charge for this service is $ 150.00 for this summary report.  Additionally, there will be a charge for copying specific information at $ 0.45 per page (ie: Labs, ECGs, X-rays, Spirometry, etc.) and a charge for the postage.  

( ___ ) Payment has not yet been received, please remit $ ________ to the address listed above as soon as possible.   Once this payment has been received the information will be processed.

( ___ ) This report is being processed prior to payment as a courtesy to this patient.

Date chart reviewed: ______________________________________________________

Re: ____________________________________________________________________

Address of Insurance Company: _____________________________________________

                                                     _____________________________________________

                                                     _____________________________________________

_________________________   has been known to High Ridge Family Practice, LLC 

since _______________ .   Over the course of the past year (time period ____________)

the patient had _______  office visits.   Over the time period for the requested medical 

records, the patient has had _______ office visits.

The patient’s primary diagnosis during the time period requested is:

1. __________________________

2.   _________________________

3. __________________________

4.   _________________________

5.  _________________________

6.   _________________________

Other Diagnosis:   ____________________________________________________

The corresponding treatments that have been afforded the patient are as follows:

1.   _______________________________________________________________

2.   _______________________________________________________________

3.   _______________________________________________________________

4.   _______________________________________________________________

5.   _______________________________________________________________

6.   _______________________________________________________________

7.   _______________________________________________________________

8. ______________________________________________________________

Response to therapy has been adequate / inadequate .

Response to request for medical follow up has been adequate / inadequate .

Compliance to medical regimens has been poor / fair / acceptable / excellent .

Patient is a smoker / is not a smoker .

Patient consumes more alcohol than a social drinker (avg. social = 1 glass wine/night) 

 
Yes / No

Blood pressure, heart rate, respiratory rate, weight, BMI, GLUcose, CHOLesterol 

(if applicable) and LDL cholesterol (if applicable) readings within the last year 

(&/or as space permits):

1.   Date________    BP_________   HR ______   RR _____  Wt ______  BMI ______

GLUC _____  CHOL ______  LDL ______

2.   Date________    BP_________   HR ______   RR _____  Wt ______  BMI ______

GLUC _____  CHOL ______  LDL ______

3.   Date________    BP_________   HR ______   RR _____  Wt ______  BMI ______

GLUC _____  CHOL ______  LDL ______

Blood pressure, heart rate, respiratory rate, weight, BMI, GLUcose, CHOLesterol 

(if applicable) and LDL cholesterol (if applicable) readings within the last year 

(&/or as space permits):

4.   Date________    BP_________   HR ______   RR _____  Wt ______  BMI ______

GLUC _____  CHOL ______  LDL ______

5.   Date________    BP_________   HR ______   RR _____  Wt ______  BMI ______

GLUC _____  CHOL ______  LDL ______

6.   Date________    BP_________   HR ______   RR _____  Wt ______  BMI ______

GLUC _____  CHOL ______  LDL ______

7.   Date________    BP_________   HR ______   RR _____  Wt ______  BMI ______

GLUC _____  CHOL ______  LDL ______

8.   Date________    BP_________   HR ______   RR _____  Wt ______  BMI ______

GLUC _____  CHOL ______  LDL ______

Enclosed please find the most recent copies of the patient’s lab testing, ECG, X-Rays, pathology, PAP smears (if applicable and available), Spirometry, Echocardiogram, Holter Monitoring (summary sheet if applicable), Treadmill Stress Testing as available.

Known consultations with other M.D.’s:

( _____ )  None known

1.   Name ____________________________________________________

      Address __________________________________________________

      Phone Number _____________________________________________

2.   Name ____________________________________________________

      Address __________________________________________________

      Phone Number _____________________________________________

3.   Name ____________________________________________________

      Address __________________________________________________

      Phone Number _____________________________________________

4.   Name ____________________________________________________

      Address __________________________________________________

      Phone Number _____________________________________________

Thank you very much for your time and consideration in this matter.

I am sure this summary will provide you with all the necessary information.








Sincerely,








Alan T. Falkoff, M.D., D.A.B.F.P.








Joshua B. Herbert, M.D., D.A.B.F.P.








High Ridge Family Practice, LLC

Cc: ATF/JBH

Enclosures as mentioned previously
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