[bookmark: mind-body-wellness-center][bookmark: request-of-information-roi][image: ]

Request of Information (ROI)
Patient Information
Name: ________________________________ DOB: __________ Phone: __________
Email: _______________________________
Address: _____________________________ City: __________ State: ____ Zip: _____

Requesting From (Clinic/Provider)
Facility: ____________________________ Provider: ____________________________
Phone: __________ Fax: __________
Address: _____________________________ City: __________ State: ____ Zip: _____

Records Requested (check all that apply)
☐ Medical Records ☐ Consult Notes ☐ Medication List ☐ Labs  ☐ Treatment History ☐ Other: __________

Purpose
☐ Continuity of Care ☐ Consultation ☐ Treatment Planning ☐ Other: __________

Authorization
I authorize the above provider to release my protected health information to Mind & Body Wellness Center for the purposes listed above. I understand this authorization is voluntary and may be revoked in writing at any time.
Signature: ________________________________ Date: __________
Send Records To
Mind & Body Wellness Center
2808 S 80th Ave, Suite 160, Omaha, NE 68124
Phone: 402-203-5269 Fax: 402-502-3112 Email: admin@mindbodywellnessomaha.com
Office Use Only
Requested: __________ Received: __________ Staff: __________
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