
Partners in FamilY Medicine

6OOO 24 Mile Road

Shelby Township, MI 48316

PH与86.677.3310 FAX 586.677.3326

Patient Name:

Address:

GregorY B. KobY, D.O.

Kristina Wixon, D.O.

Social Secu「ity Number:　　/:　　/ Telephone Number:

I authorize: Partners in Familv Medicine, 600024 MiIe Road,SheibvTwp.. Mi 48316 586-677-3310

To reIease health information identifying me (incIuding if appiicabie, information about HN infection o「 AIDS,

information about substance abuse t「eatment, and information about mentaI heaIth services), This heaIth

information is referred to herein as 〃protected HeaIth lnformation:’

Nameandaddresstowhomtheinformationmaybereieased:　　Fax: 

Name/Fac冊y　　　　　　　Phone: Address: 

SpecificinformationtobediscIosed:　A=Records 

LaboratoryresuIts,SPeCifytestordate(s):From:　　　　　　To: 

_DiagnosticRepo直S(x-ray,EKG,MRしC丁,etC.),From:　　　　　　To: 

Other 

The purpose and need forsuch discIosure: Continuation ofcare

You havethe rightto revoke this Authorization except ifaction has already been taken in reiiance upon this

Autho「ization, You may revoke yourAuthorization by subm匝ing a request in writingto: Partners in FamiIy

Medicine, PLLC 600024 Mile Rd., ShelbyTwp., MI 48316.

I understand that mv Protected Health lnfo「mation that is used or discIosed under this Authorization may be

Subject to rediscIosure by the recjpient, and the privacy of my Protected HeaIth Information w用no Ionger be

PrOtected by the Iaw.

I ACKNOWしEDGE THAT i HAVE READ AND UNDERSTAND THIS AUTHORIZATiON. i AM SIGNING IT

VOしUNTARlしY, FURTHER,看AUTHORiZE THE USE AND DISCしOSURE OF MY PROTECTED HEAし丁H

INFORMIAT10N IN ACCORDANCE WITH THE TERMS OF THIS AUTHORIZATION.

Signatu「e:

Patient or Authorized Representative

Printed Patient Name: Date:

Without expressed written revocation, this authorization expires six months from request date.


