Authorization to Release Health Care Information
Patient's name Date of barth

SSN. : Prévious name

Doctor's Mame

\Sta el

Prachce Mame

| request and authorize the above listed doctor and practice to release health care
information of the patient named above to:

Name:

Address:

City, State Zip code:

This request and authorization apples o health care information redating o the foliowing
treatrnant, condition, o dates of treatment

Dr_\g._ All health care mformation
O Othar:

THIS AUTHORIZATIONEXPIRESON _____  or DAYS AFTER
THE DATE IT IS SIGNED; n"l.l'h'l-lF:‘iH TH LOWING EVENT t_HE
Lo |

| may cancal this authorzation 1o the extent allowed by law. If | do, | understand that the doctor
of practics may have already released informabon about me after | gave permission. | know that
canceling this authorization would not prohibet any release of information by the doctor or practice
in refiance on my original authonzation

Thare ane two ways 10 cancel this agreement. | can
= Sign and date a form available from the doctor or practice called “Revocaton of
Authonzation for Use and Dsclosure of Health Care Information” of

= WAfrite & leter 1o the doctor or practoe. |If | write a letter, it must say that | want o cancel
my authorization to disclose my health care information, My letter must inClude the name
ar other specific identification of the person(s) that | no longer want 1o receive
information. | (or my authonzed reprasentative) must sign and date the lather

Once my doctor gives out the information that | want released. | know that my doctor has no
conirol over the information. The individual of organization that | authorized 10 recene the
information might re-disclose it Fedaral or state privacy laws may no longer protact the
informaton

Signature of patient or patient's authorized representative Date signed

Relationship or status |f signed by parent, legal guardian, personal representative, stc.

113



