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	Laboratory Hours:
	Monday – Friday
	9:00 AM – 6:00 PM EST

	
	Closed Saturday and Sunday

	CLIA:  22D1021258
	

	Laboratory Director:  Patricia Devine, M.D.
	BDL-PR Number (Beacon use only):
	

	
	

	

	Beacon Diagnostics® Laboratory Release of Fungitell® Test Results to Patient

	

	Please check the appropriate box to indicate how you would like to receive your request for a copy of your test results:
	 U.S. Mail
	 Fax

	
	 E-mail – PDF (Password Protected Document)

	

	Patient Name (print):
	
	Patient Date of Birth:
	

	Patient Address:
	Street:
	

	
	City/Town:
	
	

	
	State:
	
	Zip Code:
	

	Phone Number:     
	
	Fax Number:
	

	I hereby authorize and request for Beacon Diagnostics® Laboratory to release a copy of my Fungitell® Test Results to:

	 Self (See information and address above.)
	 Self (See alternate address information below.)
	 Other Recipient

	For the purpose of:
	 Personal
	 Insurance
	 Legal
	 Other:
	

	Patient Signature and Date:
	

	Recipient’s Information:

	
	Recipient Name:
	

	
	Recipient’s Address:
	Street:
	

	
	
	City/Town:
	
	

	
	
	State:
	
	Zip Code:
	

	
	Phone Number:
	
	Fax Number:
	

	Covering the period from:
	
	To:
	

	

	I understand that this Authorization will remain in effect for six (6) months or until I provide written notice of revocation to Beacon Diagnostics® Laboratory, except to the extent that action on it has already begun.  I hereby, knowingly and voluntarily authorize Beacon Diagnostics® Laboratory and its parent company Associates of Cape Cod, Inc. (ACC) to use and/or disclose my health information for the purposes noted above.  I understand that once such information has been disclosed to the intended recipient, that ACC cannot guarantee that the recipient will not re-disclose my health information to a third party.  The third party may not be required to abide by this Authorization or applicable federal and state law governing the use and disclosure of my health information. This authorization may be revoked in writing at any time by contacting Beacon Diagnostics® Laboratory.

	Requestor’s Name (print):
	

	Phone Number:
	
	Requestor E-mail Address:
	

	Requestor’s Signature:
	
	Date:
	

	Relationship to Patient:
	
	

	Witness Name (print):
	

	Witness Signature:
	
	Date:
	

	Instructions–Please complete, sign, and return this form to Beacon Diagnostics® Laboratory by one of the following three methods:

	1.
	Fax:
	(508) 444-1481

	2.
	E-mail:
	BDL@acciusa.com

	3.

	Mail to:
	Beacon Diagnostics® Laboratory
Attention:  Administrative Assistant
124 Bernard E. Saint Jean Drive
East Falmouth, MA  02536-445

	For questions please contact Beacon Diagnostics® Laboratory at (800) 568-0058 or (508) 540-3054.
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