Authorization To Oisdose Pratected Health Information

Patient's Full Name: Dote of Brth

Address

Gty, Sate, Zp

Patient's Phane No Alt Phone

REASONFOR DISCLOSLRE (Choose only One Option Below)
Continued Patient Care Personal Use Attorney/Legal Other

| authorize the following to Disclose the individual's protected Health Information
Ramsey Pediatric Center
27700 Northwest Freeway Suite 250
Cypress, Texas 77433
Phone 281-469-4378 Fax 281-469-7355

Vho can receive and Use the health infformetion

Dr o Faality Name

Address

Gty, Sate &4p

Phone # Fex#

VAHAT INFORMATION CAN BE DISCLOSHY Conrplete the following by indicating those items that you want disclosed. The signature of a nrinor patient is required for the release of some of these
items If all health infamation is to be released, then check anly the first bax

Al Health Information Progress Notes Laby/Radiology Reports
Inmrunization Records Growth Chart Medical Sunmary Cther

Your Initials are required to release the following information:
___Mental Health Recards _____Drug, Alcohal, or Substance Abuse Recards ___ HV/AIDS Test Resuits/Treatrrent

This Authariation will expire on the 180th day of the signing unless a lesser date is specified here;

RIGH TORBVOKE | understand that | can withdraw ny permission at any time by giving written natice stating my intent to revoke this authorization to the person
or arganization named under “WHD CAN RECHVE AND USE THE HEALTHINFORMATION” | understand that prior actions taken in reliance on this authorization by
entities that had permission to access my health informration will nat be affected

SGNATURE AUTHDRIZATION | have read this farmand agree to the uses and disclosures of the information as described | understand that refusing to sign this
formdoes nat stop disclosure of health information that has occurred prior to revocation ar that is atherwise permitted by lawwithout my spedific autharization
or permission, indluding disclosures to covered entities as provided by Texas Health & Safety Code § 181.154(c) and/or 45 CFR §164.502(3)(1). | understand that
informration disclosed pursuant to this autharization may be subject to re-disclosure by the recipient and may no longer be pratected by federal or state privacy

Sgnature

Signaute of Individual or Individuel's Legally Authorized Represertative Date

Printed Name of Legally Authorized Representative (if applicable): If
representative, specify relationship tothe individual: __ Parent of minor __ Guardian__  Gther

Aminor individual's signature is required for the release of certain types of information, indluding for exanple, the release of information related to certain types
of reproductive care, sexually transiitted diseases, and drug, alcohal or substance abuse, and mental health treatmrent (See, eg, Tex. Fam Code § 32.003).

Sgnature

Signaute of Minor Individual Date



