General Medical Records Release and

Authorization for Use or Disclosure of Protected Health Information

Patient Name__________________________________________________________

Address: _____________________________________________________________

_____________________________________________________________________

Phone: ____________________________________Date of Birth: _____/_____/_____

I authorize the custodian of records of: or other person/entity (specifically describe) to disclose/release the following information* (check all applicable):

 All records

 Laboratory/pathology records

 X-ray/radiology records

 Electrocardiogram (EKG)

 Other (describe specifically):__________________________________________

____________________________________________________________________


SPECIAL AUTHORIZATION: Check applicable box(es) and sign immediately below

By signing below, I am authorizing the office to release any and all information regarding:

 Alcohol

 Drugs

 Mental health

 Sexually Transmitted Disease

*Note: If these records pertain to drug/alcohol abuse, mental health information, please note that this information has been disclosed to you from records protected by federal confidentially rules (42 CFR part 2). The federal rules prohibit you from making any further disclosure of this information unless additional further disclosure is expressly permitted by written consent of the person to whom it pertains or as otherwise permitted by 42 CFR part 2. A general authorization for the release of medical or other information is not sufficient for this purpose. The federal rules restrict any use of the information t criminally investigate or prosecutor any alcohol or drug abuse patient.
Patient’s Signature: _______________________________  Date:__________________

These records are for services provided on the following date(s):________________

Please send the records listed above to (use additional sheets if necessary):





General Medical Records Release and

Authorization for Use or Disclosure of Protected Health Information

(continued)
The information may be used/disclosed for each of the following purposes:

 At my request (only the patient can check this box)

 For my health care

 Other:_______________________________

This authorization shall expire no later than one year from date of release date. I understand that I may revoke this consent at any time except to the extent the action has already been taken.

Name: _________________________ 
I understand that I may be charged a reasonable fee for duplication of records. An estimate of those charges will be provided upon request prior to duplication.

The requestor may be provided with a copy of this authorization.

Patient’s Signature________________________________ Date: _______________

For office use only

MR#                           Date:                                           Initials of Staff Member Sending

 All Progress Notes


 Immunization Records


 Allergy Reports





HIV


Aids





Farhina Imtiaz, MD, PA


9533 Huffmeister Road


Houston, Texas 77095


T: 281-463-9100


F: 281-463-6194





Name of receiving person/Organization


Street Address


City                     State               Zip Code





 For payment/Insurance


 Employment purpose


 Legal








