- STARKVILLE PEDIATRIC CLINIC
¥ #5PROFESSIONAL PLAZA
STARKVILLE, MS 39759
Phone: (662) 323-0999 Fax: (662) 324-0250

AUTHORIZATION FOR USE & -DISCL‘OSURE OF PROTECTED HEALTH
: INFORMATION : .
(Request Records TO)

" 1 hereby authorize the USE & DISCLOSURE of any and all medical records (including but not limited to

records of any substance abuse, psychiatric/mental health information or HIV/AIDS information) of:

Patient's Name: DOB:
Address:
Phone: Following Records for Release]

Person/Organization Authorized to Receive Information: - All Patient Records

Records From/To {specify)

Immunizations Only

__ Labs Only

Include Mental Health

(Phone) (Fax)

Starkville Pediatric Clinic, PLLC
#5 Professional Plaza
Starkville, MS 39759

Fax: (662) 324-0250

Organization Authorized to Release Information:

PARENT/GUARDIAN SIGNATURE: DATE:

| understand that if the person or entity that sends the information is not a health care provider or health
plan covered by federal privacy regulations, the information described above may be redisclosed to a
third party and no lenger be protected by these regulations.

| understand that | may refuse to sign this authorization and that my refu
treatment, ‘payment, or healthcare operations. I may inspect or copy any in

under this authorization. ‘
This authorization and request if fully understood and is made voluntarily on my part. [ release the above-

named facility of any legal liability that may arise srom the release of the information requested.

szl to sign will not affect my
formation used/disclosed

DATE:

WITNESS SIGNATURE:

evoke this authorization at any time except to the extent that action based on this

ken. This authorization will expire automatically 60 days from the date on which
r to the 60-day fimit must be made in writing and sent

1 understand that | may 1
authorization has been ta ‘
it was signed. Cancellation-of this authorization prio

to Starkville Pediatric Clinic.




