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AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION 
PATIENT FOR WHOM AUTHORIZATION IS MADE: 

NAME  DATE OF BIRTH  

OTHER 

NAME(S) USED 
 PHONE  

ADDRESS  
CITY  STATE  ZIP  
 

PHYSICAN OR HEALTH CARE ENTITY AUTHORIZATION TO DISCLOSE THIS INFORMATION: 
NAME  

ADDRESS  

CITY  STATE  ZIP  

PHONE  FAX  

 

PERSON OR ENTITY WHO CAN RECEIVE AND USE THIS INFORMATION: 
-PLEASE MAIL RECORDS IF MORE THEN 20 PAGES- 

NAME David T. Butler, MD, PA 
ADDRESS 11940 Jollyville Road Suite 115-South 
CITY Austin STATE Texas ZIP 78759 
PHONE (512) 258-5800 FAX (512) 258-5310 

 

SPECIFIC INFORMATION TO BE DISCLOSED: 

 MEDICAL RECORD: FROM DATE  TO DATE   

 ENTIRE MEDICAL RECORD, INCLUDING PATIENT HISTORIES, OFFICE NOTES (EXCEPT PSYCHOTHERAPY NOTES), TESTS RESULTS, RADIOLOGY STUDIES, FILMS, REFERRALS, CONSULTS, BILLING 

RECORDS, INSURANCE RECORDS AND RECORDS RECEIVED FROM OTHER PHYSICIANS AND HEALTH CARE PROVIDERS. 
 OTHER (SPECIFY)  
INCLUDE: (INDICATE BY INITIALING) 
 DRUG, ALCOHOL OR SUBSTANCE ABUSE RECORDS 

 MENTAL HEALTH RECORDS (EXCEPT PSYCHOTHERAPY NOTES) 

 HIV/AIDS RELATED INFORMATION (INCLUDING HIV/AIDS TEST RESULTS) 

 GENETIC INFORMATION (INCLUDING GENETIC TEST RESULTS) 

 

REASON FOR RELEASE OF INFORMATION: 
(CHOOSE ALL THAT APPLY) 

 TREATMENT/ CONTINUING MEDICAL CARE  PERSONAL USE 

 BILLING OR CLAIMS  INSURANCE 

 LEGAL PURPOSES  DISABILITY DETERMINATION 

 SCHOOL  EMPLOYMENT 

 OTHER (SPECIFY) 

 

MILITARY MEDICAL RECORD: 

 MEMBERS ARE ENTITLED TO ONE FREE COPY OF THEIR MILITARY MEDICAL RECORD PER, MEDICAL RECORD ADMINISTRATION AND HEALTHCARE DOCUMENTATION (AR40-66, CHAPTER 1, 
SECTION 6) 
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THE INDIVIDUAL SIGNING THIS FORM AGREES AND ACKNOWLEDGES AS FOLLOWS: 
(i) Voluntary Authorization: This authorization is voluntary. Treatment, payment, enrollment or eligibility for benefits (as applicable) 

will not be conditioned upon my signing of this authorization form. 

(ii) Effective Time Period: This authorization shall be in effect until the earlier of two (2) years after the death of the patient for whom 

this authorization is made or the following specified date:  

 

Month: ________ Day: ________ Year: _________. 

(iii) Right to Revoke: I understand that I have the right to revoke this authorization at any time by writing to the health care provider 

or health care entity listed above. I understand that I may revoke this authorization except to the extent that action has already been taken 

based on this authorization. 

(iv) Special Information: This authorization may include disclosure of information relating to Drug, Alcohol and Substance Abuse, 

Mental Health Information, except psychotherapy notes, Confidential HIV/AIDS-related information and genetic information only if I 

place my initials on the appropriate lines above. In the event the health information described above includes any of these types of 

information, and I initial the corresponding lines in the box above, I specifically authorize release of such information to the person or 

entity indicated herein. 

(v) Signature Authorization: I have read this form and agree to the uses and disclosure of the information as described. I understand 

that refusing to sign this form does not stop disclosure of health information that has occurred prior to revocation or that is otherwise 

permitted by law without my specific authorization or permission. I understand that information disclosed pursuant to this authorization 

may be subject to re-disclosure by the recipient and may no longer be protected by federal or state privacy laws. 

 

This authorization may be used to permit a covered entity (as such term is defined by HIPAA and applicable Texas law) to use or 
disclose an individual’s protected health information. Individuals completing this form should read the form in its entirety before signing 
and complete all the sections that apply to their decisions relating to the use or disclosure of their protected health information. 
 

SIGNATURES:  
 
Patient/Legal Representative: _______________________________________ Date:________________  
 
If Legal Representative, relationship to Patient: _______________________________________________  
 
Witness (optional): _____________________________________________ Date: __________________  
 
A minor individual’s signature is required for the release of certain types of information, including for example, the release of information 
related to certain types of reproductive care, sexually transmitted diseases, and drug, alcohol or substance abuse, and mental health 
treatment.  
 

Signature of Minor (if applicable): ____________________________________ Date: ________________ 

 


