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Patient Authorization to Disclose Protected Health Information

Patient Name Date of Birth |, Lastd of Sooial Sesurty Number

b,

City, State, Zip Code ‘ Telephone Number

Address

»
|

| | hereby authorize the facility listed below to disclose/release the Protected Health i1 lnlormat:on specified in this request to the
organization, agency or patient named.

Release by: Womelfs Wellness at Flower MOUﬂd Release to: b =i Ly
Organization, Agency, Individual
3051 Churchill Dr., Ste. 220
Address | Atin
Flower Mound. TX 75022 | o SO G
. m&%&—““, SrEmeS e S E i
| Treatment Datefs} o ) g - '_Typeofmsetasuremzedabeﬁvewmwns
Purpose: I Further Medicat Gare ,]I WOrkers Qezmp - £] Provide copies of records fo mgm:zahmﬂagemyﬁndmduai
&l Personal Use [Tl insurance Legaf | ElMail records directly to addgesaahﬁve _ _
o MarkaLn ra;smg o e ene | Gl fo pickeup racnrd&.., AN LY :
| €] Ottier-" S art R L e &, : s ~_*| IFaxrecordsto e St el
| Pertinent Prmected Heaﬁh iniormat&on Aﬂowed to be includecf‘ N o
| Discharge Summary: Radiology Cl'8pecial Studses ElEntire Medicai Regord
&l History & Physical/Consult e} Quipt Becord 1 Medication Becords
D Operative Report El Progress Netes| ] Psyeh Health Heoards -
Elrabs £ Physician Orders- i Other spec = R
”Ps;reha:hempy Notes are dxs:inet and may not be included with the discﬁosure of any atberpmtecied health mfomaﬁoa
A Patienit Author  to Disclase srapy Notes must be completed.

Atmonzatmn. 1 Oertffy that t‘hzs request as made voluritarily ang that the information given above is accurate tothe best of my knowta-dge
(1 understand that | may revoke this authorization at any time in writing by submitling my request in writing to the designated Health
|Information Management / Medical Records department. i1 have authonzed the disclosure of my heaith information o someone who
ge not iegtg!y r%qmred to keep it private, i may be re-disclosed and may no: fonger be pmtected A copy or fax of this authorization will
as valid as the original.
1 uhderstand that authorizing disclosure of health information is voluntary. § mderstand that | may refuse 6 sign this authorization and
that my refusal 1o sign will not affect my ability 1o obtajh treatment, payment, or rmy eligibility to abtain benefits. 1 understand that |
may inspect or obtain a copy of the information to be disclosed. | underatand afee may be c!mrged for copies of my medical record. |
I undemand the facility will provide me a copy of the signed authorization form. # | have questions about disclosure of my hsalth
ion, 1 can contact the designated Corporate Responsibility and Privacy Officer,
Expzratmn. Withaut my express revocation, this authorization will mﬂomaﬁcai!y expire upor satwsiacum ef the need for. d;sctaswe but
n any event will expire 90 days from the date hereof, unless a different date is. specified here:.
Acknion nert: | understand that the mfcmaﬁon to be disclosed may includs any or all mfcrmatton mvofvmg commumcabia or
venereal diseass, psychological or-psychiatric conditions, drug or alcohol abuse and/or alcoholism. it may also include, but is not’
-imnited to,” dxsaasas such as hepaltitis, syphills, gonoirhea and human immurnodéficiency viruses (Hl\!) also known as acqmred immune

“deficiency: syadrome (AIDS).

For Maﬂcetmg!Fundra;smg P s Only, if applicable: | understand that Gentura Health lwill [Jwillnot recéive rémuneration,

sither direct or indirsct, as a resyl of the marketing tha’z Vherehy authorize.

SIGNATURE: _ . oave: SRR
Pationt (Pamnt orlegal Gusrdran}

Mmer’s s;gnaturs is requsred for release of any recmds for treatzmnf whmh the minor may authorize under Golorado Law.

-Relationship. {if other than patisnt): _ ik T"l Power of Attomey I Death Camﬁcaze
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| Verification: I Drvers License # ="~ A e E]chemppropnate !D

'OFFICE USE ONLY: Attach copies ofrequn—ed ldentzﬁca!wn - -

Number of pages released: ... %Cempietm datel b5k .‘ _f‘ e :w.ﬁ ’ Delwefy method: . 5
‘Name of indiVidual who received request: f’f;k '.’) ! Ll : e Date fecezved

Patient . Medical Record Number / Accaum Number:




