AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

| hereby authorize the use or disclosure of infermation from the medical record of:

Patient Name Medical Record #

e — : SRy A S, —" B e R

Date of Birth Social Security # (optional)

m

| authorize the following individual or organization to disciose the above named individual’s health information:
Pediatric Place, 3801 V. 157 Sirest, Bidg D suite 1206, Plano TX 75075 Fax 972-964-0563

This information may be discicsed TO and used by the following individual or organization:

L Address__ L D .
For the purpose o e
Please release the foliowing:
Entire Record
or: Clinical Summary X-Rav/lmaging Reports-from {date) to (date)
Progress Notes X-Ray Films
History/Physicai Exam ___lLaboratory Resulis-from (date) to (date)
niedicaton List _ _ERG Reporis
Immunization Recorc Genetic Testing information
List of Allergies Other Diagnostic Reports (Specify)

____Otner (Specify)

| understand that the information in my heaith record may inciude information relating (o sexually transmitted disease,
acquired immuncdeficiency syndrome (AIDS), or human immunodsficiency virus (HIV). it may aiso inciudge information
about behavioral or mental health services, and treatment for aicohol and drug abuse.

___Yes, | consent to the release of this informaition. Mo, | do not consent (o the release of this information.

| ¢riderstand that the information releasad is for the specific purpose stated above. Ary other use of this information
without the wrilten consent of the patient s prohibited.

| understand that | have a right to revcke this autherization at any time. | understard that if | revoke this authorization |
must do so in writing and oresent my written revocaticn to 1ne ndivivual or erganization releasing information. |
understand that the revocation will not 2ppiy {¢ information airaady reieased in response to this authorization. |
uncerstand that the revocation will no? apply 1o my insurance company whan the law provices my insurer with the right ic
contest a claim under my pclicy. Unless otherwise revoked, this authorization expires upon completion of this request or
upcn the foilowing date:

| understand that authorizing the disciosure of this health infcrmation is voluntary. | can refuse {o sign this authorization. |
need not sign this form in order to ensure treatment. | understand that | may inspect or copy the information to be usec or
disclosed, as previded in CFR 164.524. | understand that any disclosure of informaticn carries with it the potential for an

about disclosure of my health informaticn, | can contact Amanca Lohmar at 972-5139-0545.

Signature of Patient or Legal Represzniative Date

Relationship to Patient (If Legel Repreééntative} Winess

- COMPLETE ONLY IF INFORMATION 15 TO BE RELeASED DIKECTLY 10O PATIENT,

. | understand that my medical reccra may contain reports, test results, and notes tnat only a physician can
interpret. | understand and have been advised that { shoula contact my physician regarding the entries made In
my medical record tc prevent my misunderstanding of the information contained in these entries. i will not hold
Pediatric Place liable for any misinterpretation of the information in my medical record as a result of not consuliting
my physician for the correct interpretation.

Signature of Patient or Lega! Representative Date
Date request completed £ nagaes comed | FReviewed only
Charges $ L Casn Check¥ initials

Pediatric place releases reccrds
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