Authorization for Release of Healthcare Information

I authorize Dr. Eduardo Pineda to release and receive my healthcare information to and from the following person(s): 

Name: _______________________________________ Phone Number: __________________________
Relationship to patient : ________________________  

Name: _______________________________________ Phone Number: __________________________
Relationship to patient : ________________________

Name: _______________________________________ Phone Number: __________________________
Relationship to patient : ________________________

I understand that this healthcare information may include mental health, alcohol and/or drug treatment.  I also understand that the authorization is completely voluntary and may be revoked at any time by submitting a written request to revoke the authorization.

This authorization will expire on __________________ (or one year from date signed). 


_________________________________
 Signature of Patient Date

 _________________________________  
Printed Name
Eduardo Pineda, MD
820 North Mountain Avenue
Suite 220
Upland, CA 91784
Tel. (909) 256-4175
Fax. (909) 727-8012
dreduardopineda@gmail.com
