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Stephen Stamatis, M.D.  ∙  Lindsay McBride, D.O.  ∙  Krista Lemley, D.O.

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION
PATIENT’S NAME__________________________________DOB:_______________________

I hereby authorize and request the disclosure of protected health information.

FROM:






TO:
__________________________________                ______________________________

NAME OF INSTITUTION/INDIVIDUAL



NAME OF INSTITUTION/INDIVIDUAL

__________________________________________________

_____________________________________________
ADDRESS






ADDRESS

__________________________________________________

_____________________________________________

PHONE/FAX NUMBER





PHONE/FAX NUMBER

Description of the information to be used or disclosed:

       My entire record: I understand that checking the box for “my entire record” authorizes the use and/or disclosure of all information in my medical record including, but not limited to: demographic information, patient history, medication lists, tests and diagnoses.  I understand that my medical record may contain sensitive information. 
Disclosures requiring special authorization:

I specifically authorize the use and/or disclosure of information contained in these highly confidential categories, by placing a check mark in the appropriate box.

       Mental Health or Developmental Disabilities         Substance Abuse (Drug & Alcohol)
      HIV/AIDS Testing or Treatment


   Sexually Transmitted Diseases
ATTENTION: Once the above information has been released pursuant to this Authorization, it may no longer be protected by Federal and/or State law or regulations; and may no longer be deemed “Confidential”. 

My signature below acknowledges that I understand:

· I am voluntarily signing this authorization.

· The information that is released will no longer be protected under the Federal privacy laws.

· I understand that Weatherford OB/GYN Associates cannot make me sign this authorization as a condition of getting treatment, making payment on any bills, or gaining enrollment or eligibility in any health insurance plan, unless the Federal Privacy Regulations allow it.

· This authorization will expire one year from the date it is signed if I do not revoke it in writing prior to the expiration date.

· I understand that I may revoke this Authorization at any time.  The revocation must be in writing and sent to the attention of the Records Department at Weatherford OB/GYN Associates.

· If requested, a copy of this Authorization will be provided to me.

· I have the right to inspect and/or obtain a copy of the information to be disclosed.  Weatherford OB/GYN Associated may assess appropriate and reasonable fees for the copying of the information.  All fees will comply with both Federal and State laws.

I have read the above information and authorize Weatherford OB/GYN Associates, P.A. to disclose the identified institution/individual.

_______________________________________________  _____________________  
PATIENT/LEGAL REPRESENTATIVE




DATE
If authorizing signature is not that of patient, indicate the legal relationship to patient: 

______________________________________________________________________
_______________________________________________  _____________________

WITNESS







DATE
