100 Peasant Village Lane
Belle Vernon. PA 15012
724-924-78(X)

CHARLES P. GENNAULA, M.D.

Specializing in Neurology

Charles P. Gennaula, M.D.
Pushpa Kumari. M. D.

1200 Brooks Luane
Jetlerson thlls, PA - 15025

AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION

Name ot Patient
Date of Birth

Daytime Phone #
Address

City -

F hereby authorize

Name

Daytime Phone #
Address

Cey
intormation to be released:
From & To Dates -
___Ihstory & Physical Exam
___Lab Report

 X-tay report

~ Consultation report

_ Other

Purpose of Iisclosure:
___ Changing MD's

__ Continuing Care _ Legal
At (patient) request Insurance
~_ Warkers” Compensation School

___ Other

2nd Opinion

Zip Code

I understand that this health information may mclude HV arelated mtormanon and or mforma-
ton relating to diagnosis or treatment ol psychiatnie disabithties and-or substance abuse and

s that by signing this form. T am specitically authorizing the release of information refating to:

Substance buse rincloding aleahol drug abuse

Mental Health

Pay chotherapy Notes

THN related mformation (mcluding AIDS related testing)

Ihe confrdentially ol thes record s required under Chapier 899 of the Conneeticnt General

Statues, as well as. Frlde 42 ofthe Uinted States code

hes materal shall not be transnntied 1o

anvone without written consent or authorization as provided m these statutes

AN

Stgnature of Pauent or Lezat Guardian Duate

1. Tunderstand that this authonzatton wall expire one vear [rom my ast dute of service vt A photocops ol this Torm wall be considered

as vahd as the onginal.

2]

T understand that I may revohe thrs authonzation at any time by notifving kellv Olexike Privacy Officer. at the address mdicated below

i writing. and this authorization will cease to be effective on the date nottied except to the extent act on has already been taken m
rchance upon it Charles PoGennaula, M.D/Pushpa Koman, M.D 2 100 Peasant Vidlage Lane: Belle Vernon, PA - 13012

]

I understand that information used or disclosed pursuant to s authorization may be subject to re-disclostre by the reeipient and ne

longer be protected by Federal pnivacey regulavons. However, other state or tederal law may prohibit the recipient from disclosing
specially protecied information. such as substance abuse treatment intormaton. HIVZATDS-related mtommation. and psyvelmatric/mental

health intonmation.

e

n

My health care and pavinent for my health care will not be attected i1 T do not sign thas form
[ understand that my refusal to sien this Authonzation will not jeopardize my right to obtain present or future wreatment for psvehiatne

disabilities except where disclosure of the mtormation 1s necessary for the reatment
0 Punderstand that I will get a copy of this torm after 1 sian it

By signing below, 1 acknowledge that I have rcad and understand this Authorization

Parent 1 een! Guardian Auathe rzed Person Date

Rlationship to Pationt

oo Collected

N L . OR
Signature of Patient Date
E FOR OFFICE USE ONIN
4
I
‘ Date Request Filled By
I
i




