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Mledical Records Release To:

HonorHealth Medical Group

1 authorize the following physiclan/faciiity to disclose information from my hoalth record:

Physician Name

Addross:

Facilityr

City State

Zip

Phons Number:

Fax Number:

PATEENT
IDENTIFICATION Patien Namw Date of Birth
AN frfarpeaiion swst
e fifedd one Audiiragy Fhane Muraber
eotmplefely fo process
FOHP regaest Lty Srate Zip
Dates of Service: Frony . Ta
INFORMATION
REQUESTED Q Offiee Visit Mrdedsk O Fasholopy Repan O Other:
0 Laberatary Results O M-Ruay Reparts
O EXG Repont 0O Billing Reeord
O Kissory & Physical
INFORMATION MEDICAL RECORDS PEPARTMENT
TO BE SENT TO
Phone l f
S

Tunderstand diat information in'my health record may include information refating 10 Sexuelly Transmited Disease, Acquired Immunodeficiency
Syndeume (ALDSY, Buman Immunadeliciency Virug (HIVY and other communicable diseases, Behavineal Health CorefPsychistiic Care, sud
treatsment of aloohs! sndlor drug ebuse; my sipnatore suthorizes release of any such information,

[ iy refuse to sign this sutherization form. T andersssnd that e practice will not cozdition or deny eatment on ‘my signing this sutherizanion, |
undessland that | may revoke (s authorization atany Grme, except 1o the extent that ection based on this authorization kas sleeady besn token. The
Jobhn €. Lincoln Physician Network Notive of Privacy Practives explains tie process for sevoostion, which bncludes & vexpeest inowriting, |
veiderstand that § may peveive 2 copy of this anthorizstisn,

Unless & pevoke this asthorization earlier, it will expire one year from the date signed or a5 spoeified: B

T undarstand deat, i ihds information is disclosed to a thind party, the information may ne fonger be protected by stase, federal regulations and may
be re-disclosed by the person or organization that reccives the information. | release the practice, its employees and agents, medice] siafl members,
and business assecistes from any Jegal responsibility or Kebilfty for the disclosure of the 2bove information to e extent indicsted sud suthorized
lereln,

Sigratare of Paterd Trste

Eignamnee of Legsl Represesitsiive Relatfonship to Patlent ar

Deseripiion of Asthocity fo At for Parient

For Healtheare Use Ouly
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