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AUTHORIZATION TO DISCLOSE HEALTHCARE INFORMATION

Patient’s Name:

First MI Last

Date of Birth: Soc Sec #:

Authorized Individual/Organizations:

Name: Relationship:
— Address: Phone:
Name: Relationship:
Address: Phone:
Name: Relationship:
Address: Phone:

This request and authorization applies to: o All healthcare information.

o Healthcare information relating to the following treatment, condition, or dates:

Other:

Definition: | understand that authorizing the disclosure of this health information is voluntary. | can
revoke this authorization at any time. To revoke, | must do so in writing. | understand that the
revocation will not apply to information that has already been released in response to this
authorization. | understand that the information in my health records may include information
relating to sexually fransmitted diseases, acquired immunodeficiency syndrome (AIDS) or HIV. It may
also include information about behavioral or mental health services and treatment for alcohol and
drug abuse.

Patient Signature Date

Dr. Michael Casey, Dr. Jason Eckel, Dr. William Fan, Dr. Akhil Hegde, Dr. Raymond Geherty, Dr. James Godwin,
Dr. Anwar Al-Haidary, Dr. Jeffrey Hoggard, Dr. Racquel Holmes, Dr. So Yoon Jang, Dr. Pankaj Jawa, Dr. Dan Koenig,
Dr. Kevin Lee, Dr. Sammy Moghazi, Dr. Rushi Nayak, Dr. Michael Oliverio, Dr. Sejan Patel, Dr. Eric Raasch, Dr. Joseph Ruberwa,
Dr. Samsher Sonawane, Dr. Adam Stern, Dr. Kawan Swain, Dr. Phillip Timmons, Dr. Kyle Zoll



