Pulmonary Services of North Texas
1208 Brook Ave
Wichita Falls, Texas 76301

Phone 940-322-4480

Fax 940-322-8420

AUTHORIZATION FOR DISCLOSURE OF

CONFIDENTIAL INFORMATION

Patient Name _________________________    Address __________________________________________

Date of Birth __________________________   Social security number ______________________________
Authorizes: _________________________________________
                                                                 _________________________________________





                 _________________________________________

to release the following medical information to:      Dr._________________________ (see fax/address above)

Check all that may be released:

_____
History


_____ Physical


_____ Progress Notes
_____
Lab Reports


_____ X-ray (reports/films/CD)
_____ EKG report
_____ Operative Report

_____ Care plan 


_____ Therapy reports
_____Psychological Reports

_____ Other (Please specify) ___________________________________
This authorization covers patient care given from ____________________to___________________

Purpose of Disclosure:

_____ Medical Care



_____ Attorney

_____ Insurance



_____ Other _____________________________________

This authorization shall be valid for 90(ninety) days from the date of signature.  The patient can revoke this authorization in writing at any time prior to the expiration date.  The patient agrees that a photocopy of the authorization may be considered valid.






_____ YES 

_____ NO

                        Patient’s signature: _________________________________________

Date: _____________________________________________________

