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200 River Pointe Drive, Ste 120 17198 St. Luke's Way, Ste. 430 102A Medical Park Lane
Conroe, TX 77304 The Woodlands, TX 77384 Huntsville, TX 77340
936-736-2555 936-271-3400 936-736-2555

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

PATIENT NAME DATE OF BIRTH SS#

\DDRESS TELEPHONE

I, HEREBY REQUEST AND AUTHORIZE:

JNne sfphysician or onstitution) iTelephone number) iFax number)
1Sireet) (Cin) State) 1Zip)

TO RELEASE INFORMATION FROM THE MEDICAL RECORDS TO:
RENAL PHYSICIANS OF

MONTGOMERY COIINTY R A
tNinte of physician or instintio@®00 River Pointe Dr. Ste. 120 {Telephone number) tFux number)
Conroe, Texas 77304
(City) (State) {Zip)

1Street)

TREATMENT DATES FOR THE FOLLOWING PURPOSES:

__MEDICAL CARE __LEGAL __INSURANCE __OTHER (DETAIL BELOW)

I acknowledge, and hereby consent to such, that the released information may comntain alcohol, drug abuse,
psychiatrie, HIV testing, HIV results, or AIDS information.

I. the undersigned, have read the above and authorize the staff of
information as herein contained. 1 understand that this consent may be withdrawn by me at any time except to the extent that action has

“een taken in reliance upon it. I understand that when this information is used or disclosed pursuant to this authorization, it may be
ubject 1o re-disclosure by the recipient and may no longer be protected. This facility is released and discharged of all legal
responsibility and liability resulting from release of this information and I, the undersigned, waive, on behalf of myself, my heirs,
ssigns and any person who may have an interest in the matter, all provisions of law relating to the disclosure of this Protected Health

Information.

iife ‘Signature 5f patient. parent. conservator, guardian) . lutherity: relaticnship to patient)

BARRY N.NEELAND, MLD DARSHAN V. TOLAT, M.D. MICHAEL J. WALLS, M.D,

to disclose such

SYED M. ZAIDI, M.D.



