PATHWAY DIAGNOSTIC LABORATORIES, LLC
Authorization for Release of Test Results
(HIPAA-Compliant Patient Form)

Patient Information
Full Name: __________________________________________
Date of Birth: _____________________
Address: ____________________________________________
City: __________________ State: ______ Zip: ____________
Phone Number: _______________________________________
Email (optional): _____________________________________
Section 1 – Request for Test Results
I am requesting that Pathway Diagnostic Laboratories release copies of my laboratory test results.
☐ All laboratory test results on file
☐ Specific test(s): ______________________________________
Date(s) of service: ______________________________________
Section 2 – How Results Should Be Provided
Please select one delivery method:
☐ Mail to my address listed above
☐ Pick up in person (photo ID required)
☐ Email to: _____________________________________ (I understand that email may not be secure)
Section 3 – Verification and Identity
To ensure compliance with HIPAA, Pathway must verify your identity before releasing results. Please attach one of the following:
☐ Copy of driver’s license or government-issued photo ID
☐ Copy of insurance card (if photo ID unavailable)
If submitting by email, include your signature and a legible ID copy.
Section 4 – Authorization Statement
I understand that this authorization allows Pathway Diagnostic Laboratories to disclose my protected health information (PHI) to me or to my authorized recipient. I may revoke this authorization in writing at any time by submitting a request to Pathway Diagnostic Laboratories, and such revocation will not affect any disclosures made before receipt of my written revocation. I also understand that Pathway Diagnostic Laboratories will not condition treatment or payment on my signing this authorization. Information disclosed under this authorization may be subject to re-disclosure and may no longer be protected by HIPAA.
Section 5 – Signature
Patient Signature: _______________________________________
Date: _______________________

If signed by someone other than the patient (e.g., legal guardian, power of attorney):
Name: _______________________________________________
Relationship to Patient: _________________________________
Legal Authority: ______________________________________

Documentation of Verification:
☐ ID verified    ☐ Authority verified (if applicable)
Staff initials: _________   Date: ____________
Return Instructions
Submit this completed form and required ID to:

Pathway Diagnostic Laboratories, LLC
910 Gruene Rd, Building 5A
New Braunfels, TX 78130
Phone: (830) 632-5005
Email: info@pathwaylabsdx.com
