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Authorization for Release and/or Disclosure of Medical Information
	Please REQUEST medical information FROM:
	Please SEND medical information TO:

	     
	Jeffrey J. Alvis, M.D., F.A.A.P.

	Name of Person/Entity from who records are being requested
	Name of Person/Entity to receive information

	     
	175 Ridge Road, Suite 200

	Street Address
	Street Address

	     
	McKinney, TX 75070

	City, State and Zip Code
	City, State and Zip Code

	     
	214-544-2555

	Phone Number (XXX-XXX-XXXX)
	Phone Number

	     
	214-544-2550

	Fax Number (XXX-XXX-XXXX)
	Fax Number


I hereby authorize the above stated person/entity to release and/or disclose the medical information as indicated below to the healthcare provider, entity, or person I have indicated above.  Release and/or disclose records and information regarding:
	     
	
	

	Patient Name (Last, First)
	Patient DOB (XX/XX/XXXX)
	Patient Telephone Number

	     
	     
	     

	Patient Street Address
	Patient City, State
	Patient Zip Code


	DURATION:
	This authorization shall become effective immediately and shall remain in effect until       (enter date, if applicable) or for one year from the date of signature if no date entered.

	REVOCATION:
	This authorization may be revoked in writing by the undersigned at any time prior to the release of information from the disclosing party.  Written revocation will not affect any action taking in reliance on this authorization before the written revocation was received.

	REDISCLOSURE:
	I understand that the requester may not lawfully further use or disclose the health information unless another authorization is obtained from me or unless disclosure is specifically required or permitted by law.

	SPECIFY RECORDS TO BE RELEASED AND/OR DISCLOSED:
	Check the box and initial which type of information is to be released and/or disclosed:

 FORMCHECKBOX 

Complete record
 FORMCHECKBOX 

Records of care from       to       only (enter dates, if applicable)
 FORMCHECKBOX 

Records of care concerning the following condition(s): 
     
 FORMCHECKBOX 

X-rays and or laboratory reports (specify): 
     
 FORMCHECKBOX 

Mental health records from       to       only (enter dates, if applicable)

 FORMCHECKBOX 

Confer verbally about information in my child’s medical record with the following 

person(s):

     
 FORMCHECKBOX 

Other (specify): 
     



	I request that the health information released and/or disclosed pursuant to this authorization be used for the following 

	purposes only (may be left blank): 
	     


A copy of this authorization is valid as an original.  I also understand that I have a right to a copy of this authorization.  I understand that you will provide this information within 15 business days from receipt of request.

	Signed:
	
	Date:
	March 30, 2005

	
	Patient or person legally authorized to consent on patient's behalf
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