
AUTHORIZATION
For The Release of
Medical Information

Date of Birth: I /

,,1 hereby authorize plaza-Towers Ob/Gyn to make uses and disclosure of my protected health information

(information pertaining to my medicol,""*4t ond/*fin*r"iol ,""*d cated below' "

THIS INT'ORMATION IS TO BE DISCLOSED TO:

Phone No: FaxNo:

DESCRIPTION OF INFOR]VIATION TO BE DISCLOSED:

For dates of treatment from

REASON FOR REQUESTED USE OR DISCLOSURE:

E Transfer of health coverage E personal Use E Form completion tlRefenal trlchange in health care provider

This authorization expires in 6 monthqfrom the date signed or earlier
: - ^ :d DATE

TO BE RiAD AND SIGNED NV PLNOTITT:
I understand the following:
a. I bYProv
b. I on if the g this authorization or if the

auth btaining
c. The practice will notciinititi6n treafinent or payment base

d. I am-signing this autho from any individual to do so.

e. The information disclo ect to re-disclosure by the practice and no longer protected by

federal law. i

f. I acloowledge that I have had an opportunity to review this authorization and understand the intent and use.

g. I will receivi a copy of this completed and signed authorization form.

Medical Records CoPYing Fees: $25


