
________________________________________________________________________________________________________________

Date of Birth: ____/_____/_______ Phone Number ________________________________Previous Name ___________________________________

________________________________________________________________________________________________________________
Name of Health Care Provider / Plan / Other

Phone Number  ________________________________  Fax Number  ___________________________

      (address): ______________________________________________

      

  Name of Health Care Provider / Plan / Other______________________________________________________________________________

(Address) __________________________________________________________________________________________________________

            By Fax (To #) ___________________________       (Address)  ______________________________________________________________

      Other Describe: ________________________________________________________

   

____________________________________________________________________ _______________________________
Date

 
328-9697  

patientrecordrequests  
0/24/2022

Authorization for Disclosure of Health Information

_________________________________________________ _____________________________


