AUTHRORIZATION FOR RELEASE OF MEDICAL INFORMATION

Patient Name: _______________________________________________D.O.B.______________________
Address: _______________________________________City/State________________________________
I hereby authorize ____________________________________________________________________
              Address ________________________________________________________________________
to release copies of mu medical records in their possession, concerning my illness, treatments, or recommendations while I was a patient at their facility, during the date (s) of ________________________.

I understand that my medical record MAY contain reference to, or results, of: HIV antibody (AIDS) testing, testing or treatment, for mental health problems, testing for, or treatment of, drug or alcohol use or abuse.

I further authorize of such confidential information to the indicated party.

Those records are to be released to: 
 Walter Chesshir, III, M.D.
110 Preston St.
Pleasanton, TX 78064
Fax to 830-7569-5553
Attn: _____________________________

I request the following information to be released:

_____ Entire Medical Record





_____ Progress Notes

_____ X-Rays or EKG Reports




_____ Lab Reports

_____ Pathology Reports





_____ Day Surgery

_____ Other Specify: _____________________________________________________________________

The purpose for releasing this information is:

_____ Further medical care




_____ 3rd party reimbursement

_____ Other Specify: _____________________________________________________________________
Patient’s Signature






Date

Relationship to Patient





Witness




