Seven Hills Pediatrics
6853 Coit Road, Suite 300,
Plano, Tx - 75024
Phone:(469) 543-0630
Fax:(469) 543-0620

Authorization to Release Medical Records

Patient Name: ____________________________________________Patient’s Date of Birth: ______________________

Parent’s Name: ___________________________________________________ Cell Phone: ______________________

Address: _________________________________________________________________________________________

	I, ____________________________________________________ hereby authorize Seven Hills Pediatrics to obtain 

           ______ Entire Record
	______ Immunization Record
           ______ Consultation Reports
           ______ Other
 
From doctor/ Clinic: ________________________________________________________________________________

          Phone#__________________________ Fax#____________________________

          Address: ____________________________________________________________________________________

                        I understand that this authorization may include information relating to: Acquired Immunodeficiency Syndrome (AIDS) or Human Immunodeficiency Syndrome (HIV) infection, Psychiatric Care, Behavioral or mental health services, treatment for alcohol and /or drug abuse and Genetic Testing.
 
                      This authorization will expire on  or 90 days from the date set forth below. In accordance with the procedures set forth in the Practice’s Notice of Privacy Practices, when information is used or disclosed pursuant to this authorization, it may be subject to re-disclosure by the recipient and may no longer be protected by the federal HIPAA Privacy Rule. I have the right to revoke this authorization in writing except to the extent that the practice listed above has acted in reliance upon this authorization. My written revocation must be submitted in the practice above. 
 

             Signature of Parent/Legal Guardian                                                   Relationship __________________________

__________________________________________                                   ______________________________________
                         Printed Name                                                                                                        Date


Purpose of disclosure: _____________________________________________________________________________

