Directions for obtaining copies of personal medical records from the Milwaukee Ear, Nose and Throat Clinic LTD
You must submit an email request, post office mail request or an in-person request for copies of your medical records using the form below. Normal processing time is 5-7 working days and there is a charge per page for copies of your medical records and mailing if requested.
The email request can be submitted to rgogan@milwent.com or a letter request mailed to 
The Milwaukee Ear, Nose and Throat Clinic LTD
10945 N Port Washington Rd Suite 211
Mequon, WI 53092.
The signed request form can also be faxed to 262-241-8096.
Paper Copy Fees:
*first 25 pages:  $1.48 per page
*pages 26 to 50 : $1.10 per page
*pages 51 to 100: $0.72 per page
*pages 101 and above: 40.42 per page

The following request form must be completed and signed by the patient, parent or legal guardian:
1. PATIENT:							DATE OF BIRTH
_____________________________________                                 ____________________________
Last Name,	First   Name,    MI				month    day    year
ADDRESS:						
_______________________________________		
Street Address
________________________________________________________________________________
City							State                           Zip 
2. REQUESTED RECORDS: check one to determine extent of copy and cost:
_______Complete record: this could include many pages of non-pertinent information such as demographics, insurance information, repetitive vital signs, present and former medications, allergies, past surgeries, and medical illnesses non-relevant to ENT problems. There is a per page cost for copies.

_______Records of the Doctor’s notes for the actual visits. This is the recommended option to keep costs down.



3, PURPOSE FOR RELEASE:
___Continuing Care		___Insurance Claim		___Worker’s Comp
___Disability Comp		___Tsx Record		___Insurance Application

4. I understand that this will authorize the release of information only and that the original record is the property of the Clinic. I understand that written notification is necessary to cancel this request and that consent is VALID FOR ONE YEAR FROM THE DATE OF SIGNATURE. I authorize release of medical records specified above.

Signature of patient or legal guardian     relationship			date

NOTICE TO RECEPIENT: This information has been disclosed to you from confidential records which are protected by laws which may prohibit you from redisclosing this information without the specific written consent of the patient or legal representative.
