AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

I authorize __________________________________________________________

(Doctor or Medical Clinic)

_____________________________________________________________________________________

(Address)

_____________________________________________________________________________________

(Phone number and fax number)
to disclose my health information as describe below, which may include information related to communicable disease such as Human Immunodeficiency Virus (HIV)/Sexually Transmitted Disease, mental illness, chemical or alcohol dependency, laboratory test result, imaging study results, medical history, treatment, or any other such related information.  I fully understand that my health care and the payment of my health care will not be affected if I do not sign this form.

I understand that if the recipient authorized to receive the information is not a covered entity, the release information may no longer be protected by federal and state privacy regulations.  I can revoke my authorization any time in writing to the address below.
The purpose of the use of the above:  For continued of health care

Print patient name



Date of Birth


Social Security #

Date of services:

Information to be released (check all that apply)

___ Emergency Room

___ Radiology Reports

___ Admission Records

___ History and Physical

___ Consultation Reports

___ Laboratory Records

___ Progress Note


___ Operative Reports



___ Discharged Summary
___ Radiology Films

The health information will be release to:
Healing Companion Medical Clinic
Dr. Nhu Q. Tran

Board Certified in Internal Medicine
3641 Broadway Blvd, Ste 100

Garland, TX 75043
Phone (972) 675 - 3818

______________________________________                         ______________________

Signature of Patient or Patient’s Representative

        Date

______________________________________


_____________________ Printed name of Patient’s Representative



Relationship to Patient
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