AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION
This form authorizes the use or disclosure of protected health information (PHI) in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and applicable Texas law. Please read this form carefully and complete all applicable sections.

Patient Name: ___________________________________________
Date of Birth: ______ / ______ / ______
Phone: ______________________

Release From:
Provider/Facility: ________________________________________
Phone: __________________ Fax: __________________
Address: ________________________________________________
Release To:
Fredericksburg Clinic: ATTN Dr.___________________________
Phone: (830) 997-2181 Fax: (830) 997-4453
Address: 1308 South State Highway 16, Fredericksburg, TX 78624

[bookmark: _Hlk81313814][bookmark: _Hlk81313815][image: ]
    Family Medicine	                                                                    1308 S State Highway 16                                                        Internal Medicine
John R. Kothmann, MD	                                                          Fredericksburg, Texas 78624                                                 Michael M. Johnson, MD
   Jeffrey R. Holt, MD                                                      (830) 997-2181   Fax: (830) 997-4453                                          Jennifer K. Mayben, MD
   Maggie Gainer, MD   	                                                     www.fredericksburgclinic.com                                         Elliana R Wiesner, MD
             Rebecca Daley, DO	                                                                                        	
Taylor Works, MD                                                                   Mid-Level Providers
   	                                                Aaron Saul, FNP-C,  Lisa Kott-Harrington, FNP-C

Records to be Released (check all that apply):
☐ Entire medical record (excludes psychotherapy notes)
☐ Lab results, immunizations, imaging, colonoscopy, mammogram
☐Other______________________________________
Sensitive information (check all that apply):
☐ Drug/alcohol/substance abuse records
☐ Mental health records (excluding psychotherapy notes)
☐ Genetic information
☐ HIV/AIDS-related information



Purpose of Disclosure (check all that apply):
☐ Continuing medical care
☐ Insurance/billing
☐ Legal purposes
☐ Personal use
☐ Other: __________________________


Patient Acknowledgment
· This authorization is voluntary; care or benefits will not be affected if I do not sign.
· I may revoke this authorization in writing at any time, except to the extent that information has already been released.
· Information released may be subject to redisclosure and may no longer be protected.
Expiration: One year from the date signed, unless otherwise noted: ___________


Patient or Personal Representative Signature: ____________________
Relationship (if applicable): ____________________
Date: ______ / ______ / ______
Minor Signature (if applicable): _______________________________
Date: ______ / ______ / ______
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