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Authorizing for Release of Information
Section A: Must be completed for all authorizations
I hereby authorize the use or disclosure of my individual identifiable health information as described below. I understand that this authorization is voluntary. I understand that if the organization authorized to receive the information is not a heal plan or health care provider, the released information my no longer be protected by federal privacy regulations. This form must be COMPLETELY filled out. 

Patients Name:	___________________________________________		     SSN:	____________________________________
Phone Number:	___________________________________________		    DOB:	____________________________________
Organizations releasing information:				Organization / Person receiving information
Name:	____________________________________________	Name:		Family Medicine of North Texas
										
Address:	____________________________________________	Address:		2601 Scripture St. Suite 102
										Denton, TX 76201
	____________________________________________	Phone Number:	(940) 442-6455	
Fax: 		(940) 442-6606
Phone#:	____________________________________________

Fax:	____________________________________________	

Section B: Must be completed for all authorizations
ALL Records 	  Yes	  No 
For healthcare covering period(s) (dates)	from:	____________________________	         to:	____________________________
  Doctor’s Office Notes	  Laboratory and / or Radiology Reports	     Entire Chart	  Other:	_____________________________________________
May include other healthcare provider’s records?	Yes | No		
May records be faxed or electronically transmitted?	Yes | No

Section C: Must be completed and signed
The patient or the patient’s representative must read and initial the following statements:

______	I understand that I may revoke this authorization at any time by notifying the providing organization in writing, but if I do it won’t have any effect on any actions they took before they received the revocation. 

______	I understand that my records are protected under state and federal law. I understand that specific information to be disclosed my include history of drug and alcohol abuse, mental health treatment, AIDS, and all other medical information. 

I understand and agree that my medical records will be maintained in a computerized medical information system and that records may be transmitted electronically via fax to medical providers or by US Mail to patients. 

_______________________________________________________________	_______________________________________________________________
Signature of patient or patient’s representative 				Date

_______________________________________________________________
Relationship to patient
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