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HMIARS

Integrated Medical
Audit Specialists, Inc.





P.O. Box 960818, Miami, FL  33296-0818 ~~ Telephone (305) 386-2086   Fax (305) 386-2084

Patient Name :    

 

         
Date of Service : 




Social Security # :  




Date of Birth : 




AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

This letter will serve to advise that the undersigned, 






, has conferred authority to Integrated Medical Audit Specialists, Inc. (IMAS) to access personally identifiable information and applicable medical records for the purpose of reviewing charges incurred in the above mentioned hospital admission(s). 

This authorization will permit the staff of Integrated Medical Audit Specialists, Inc. to acquire and review copies of any and all itemized bills from hospitals, physicians or ancillary medical providers, health insurance claims, explanations of benefits, medical records, progress notes, physician orders, radiology and laboratory reports, nursing notes, medication administration records, physical and occupational therapy notes and other such information as may be needed for the purpose of conducting said review. 
This authorization shall have perpetuity and be valid until such time as it is revoked in writing by the undersigned. A copy or facsimile shall be deemed as valid as the original. 

__________________________________

____________________
______








Date

_________________________________

_________________

______

Witness





Date

P.O. Box 960818, Miami, Florida 33296 ~~ Tel (305) 386-2086  Fax (305) 305-386-2084
