HEIGHTS

OBSTETRICS & GYNECOLOGY

AUTHORIZATION FOR RELEASE OF INFORMATION

I undoerstand that my provider is athonzed by me to use or disclose my Protectad [Health Informanion for a purpese tdeseribed in this document) other than
treatment, pavinent, or health care operaions. ) have read this authorizaton and understand what information will be usad or disclosed. who nmay wse and
dinclose the nfommtion. ind the rectprent(s) of that informenion. T undersiand thin treatiment. payment, enrolliment, or eligibilin for benefits may not be
conditionad upon me sigring tus anhonzaton

1apecitically authion e my provider or its designated enployee(s) o disclose sy Protected Health Information ss descnibed on Uus fomm o the rectprents
histed below. T understand that when the information 15 used or disclosed pursuant to this athorization. it may be subjeet to re-disclosure by the
reciprent and may ne longer be protected by state or federsl privacy regulations. ! further understand that | retam the right to revoke this authonzation
1f done aceording to the steps sel forth below

1.
U

Deseription of the information to be used or disclosed {check as appropriate):

a. My entire record: (Please NOTE: 1T you check “my entire record.” please SKIP to number 2.
Otherwise, please continue with b. and <. below.

Funderstand thut checkang the box for =ty entire record” authones the ise or disclosure of all miormation m ms medical record including,
but not himuted to- demographue tnformanen. patient historias, medication hsts. tests, and diagnoses. | understand that my medical racord

iy conlain senstve tomaten | specilically authotize the use or discloswre of wy iformation in my medical record relaled o (check
all that apply)

(] Aleohol and Drug Abuse Treatment*

D HIV" Acquired Immune Deficiency Syndrome (AIDS)

[J Mental and Behavioral Health (other than psychotherapy notes) and Developmental Disability Treatment
[J Genetic Information (including. but not limited to. Genetic Test Results).

My demographic information (check * All” or those that apply):
All ] Asge O Gender [ Race O] Other
Name (] Address (O state Zip Code Only [J Telephone

oo~

Medical Data/Information as related to (check all that apply):
Specific condition(s):
Specific professional service(s):
Specific medication(s):
Alcohol and Drug Abusc Treatment:*

Mental and Behavioral Health (other than psychotherapy notes)
and Developmental Disability Treatment;
IV Acquired Immunc Deficiency Syndrome ( AIDS):
Gencetic Information including. but not limited to. Genetic Test Results:

0 I I O

Other:

Please disclose the above informration FROM: Send TO:
Name/Entity: Name:
Address: Address:
Phone: Phone:
Fmail: Email:
lrax: A%

1 [0 do [ do not authorize this information to be disclosed electronically.
2, Purpose(s) for disclosure of the information:



3. Right ta revocation. Ihave a right to revoke this authorization in writing. except to the extent that action has been
taken in reliance on this authorization. In order for the revocation of this authorization to be effective, Heights must
reccive the revocation in writing. and the revocation must include:

a My name and address,

b, The effective date of this authonzation, and the recipients of the Protected Health Information according 10 this
authorization,

C My desire 10 revoke this authorization. and

d. The date of the revocation. and my signature.

Llcights OB GYN will accept written revocations of this authorization via:
[ Certified U.S. mail: 999 F. Basse Rd ste 100 SA. TX 78209
] Facsimile at this number: 210-656-6419
ALL revocations must be sent to Heights Obstetrics and Gynecology. and are not effective until received.

4. This authorization shall expire on . After this datc'cvent. Heights OB GYN
can no longer use or disclose my Protected Health Information for the above purposes without first obtaining a new
authorization form.

h

. I fully understand and accept the terms of this authorization.

1 understand that a reasonable amount of time (not to exceed 15 days) maybe necded to fulfill this request. A foe mayvbe
charged according to TMA guidelines. The maximum fee will be $6.50 for records requested by the patient (sent given
to the patient). There will be No Charge if records are sent directly to the Healthcare provider. Fax mmbers for each
care center are listed under their logo below.

Signature of Patient or Patient’s Representative Date
Name of Patient Date of Birth of Patient
Namc of Representative (if applicable) Description of Representative’s

authority to act for patient

*CONFIDENTIALETY OF ALCOHOL AND DRUG ABUSE PATIENT RECORDS

This information has been disclosed to yeu from records protected by Federal Confidentiality Rutes 12 C F R Part 21 The Federal Rules prohsbit you
trom aaking iy fother disclosre of this infomation unless Turther disclosure 3 expressly pernnited by the witten amsent of the person 1o whom
perans or as olherwise permitied by 42 CF.R. Pant 2. A general Authonizstion [or the release of medical or other informan on is NOT sullicient for
thas purpose. The Federal Rules restrict any use of the information to eriminally investigate or prosecute any aleohol or drug abuse patient

HIEIGHTS

| J OBSTETRICS & GYNFCOIQGY



