RED RIVER FAMILY PRACTICE LLP

Michael E. Killian, M.D. .~ . Cynthia Brinson, M.D. : J. Eric Lambeth, M. D. .
: ' - Gary L. Werntz, M.D. . Mary Bartz, M.D."

AUTHORIZATION FORM

Regardmg the Use & Disclosure of Health Informa’uon

Ihereby authonze the foﬂowmg use or.d(sclosure of my health informati_on:‘

Entlty or Person Authonzed to Malfe the Use/DISGIqura P ; e AX

DE NAME

In the event that (fuii Name @f Your Pf*acfice) ”your pracfree “fs entered in fhe space above, | -
understand that | may inspect or copy the health information to be used or disclosed. 1 further
-understand that the health information identified in-this Authorization may be subject to redisclosure by

_ the.recipient and therefore may no longer be protected by this rule The foﬂowmg also heeds fo be
_Completed ‘ . .

Will your practlce be reimbursed, dlrectly or mtiirectly, for the. Use!Dlsclosure“? _.Yes ___ No- |

. E_ntlty or Person TO WHOM the Use/Disclosure s_hould be mad_e.

RED RIVER FAMILY PRACTICE
00 ESOTHSTSTERNG. . |

AUSTIN, TEXAS 787056
(512l476—6555 s

X Descrlptlon of Informatlon to be UsedlD|sc£csed

" Purpose of the Use/Disclosure:

l.understand that I may refuse to sign this authorization and that treatment and péyment cannot be
conditioned tpon my completion of this form. | understand that this authorization may be revoked in
Wrrtmg except to the extent that your practice has acted in reliance thereon

,yNamé: - _ -~ Xpos:
PRINT NAME ' o o
YSSN: ‘
'Signature : . ‘ ‘ B . _ _ Date

If this authorization is being mgned by a personal representatlve describe the: representatlves authonty to
act for the mdlv:dual _ _ y :

MAKE A GOPY OF THIS SIGNED AUTHORIZATION AND PROVIDE TO THE PATIENT -

900 E. 30th Street, Suite #300 + Austin, Texas 78705 . Phone: (512) 476-6555 - Fax: (512)476-5611




