
Medical Records Release & Transfer Authorization


I hereby authorize the release and transfer of my medical records from Traverse Bay Internal 
Medicine to Caitlin Schmidt D.O. 


Patient Information


Patient Full Name: ________________________________________________


Date of Birth: ____________________________________________________


Phone Number: __________________________________________________


Address: ________________________________________________________


Records Transfer Authorization


FROM: Traverse Bay Internal Medicine


3963 West Royal Drive Traverse City, MI 49684


TO: Dr. Caitlin Schmidt, D.O.


Cherry Bend Health & Wellness

10223 East Cherry Bend Road Traverse City, MI 49684


(231) 929-7681


Information to be Released 


☐Complete Medical Records


☐ I specifically decline the release of information related to (circle): substance abuse record, 
mental health record, information regarding HIV/AIDS


Purpose for disclosure: Continuation of care


Authorization & Signature


I understand that this authorization is voluntary. I may revoke this authorization at any time by notifying the providing organization in 
writing and it will be in effect upon the date of notification, unless the record transaction is already in action. 


I understand that I have a right to inspect and copy my own protected health information to be used or disclosed (in accordance with 
the requirements of the federal privacy protection regulations found under 45 C.F.R 164.524)


I understand that I do not have to sign this authorization and that my refusal to sign will not affect my abilities to obtain treatment. 


The information used or disclosed following this authorization may be subject to re-disclosure by the recipient and no longer 
protected by Federal privacy regulations. 


This authorization will automatically expire one year from the date of signing. 


Patient Signature _________________________________________________


Date: ___________________________________________________________


