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AUTHORIZATION TG USE AND DISCLOSE'HEALTH INFORMATION

Patient Nawme: 3

Last First Mddle
Home Address: -
Home Telephone: . . Date of Birth:

SPECIFY INFORMATION TO BE DISCLOSED:

Note: Hmb.ummmymm/mmcu.mmq
HIV related test, irdiction, illncss including AIDS), venereal disease and/or taberculosis information, you
| maxst specifically mention “genctic information,™ “HIV/AIDS related infonmation,™ “venereal discase
information,” an Vor “tnberculosis information™ :f)mmﬂ:cPWtodisdoscmd:nﬁamanmh
mmdmﬂmymwywpasmlm ‘

RECIPIENT: Lancofpu’soncxdass d‘pamtowhmanncbcemycﬁsdosemylnkh
information:
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By my signatury: below, T hereby authorize the Practice fo use of disclos to the tecipient mry healfh
information fixr €1 term of this Authorization for the following speaﬁcpmpase(s)' ('Atthexequestofthc
pahat”xsmfﬁaumfﬁnpaneztsmmngﬂmm

S

I understand tha: oncs the Practice discloses my health infrmation to the recipicat, the Practice cannot
guarantes that th recipient will not redisclose my health information 10 & third party, Any such thind party
mymhmdbﬁmwmmm«qﬂmbhﬁdaﬂmdmhwmmm
anddisdmofmyhmhhmfmmﬂm.
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