OBSTETRICS » GYNECOLOGY = INFERTILITY » WOMEN'S HEALTH = MIDWIFERY CARE

Obstefrics & Gynecology

lympus

Authorization for Release of Protected Health Information

Patient Name: Date of Birth:

This authorization is to reledase the health information to:
Name: Phone: Fax:

Address: City: State: Iip:

This authorization is to release the health information from:
Name: Phone: Fax:

Address: City: State: Zip:

Requested Records:

O All Records O Pathology and Laboratory
O Records dated: O Imaging/Radiology

O Provider Visit Reports O Other:

O Operative Report

Purpose of Disclosure:

| acknowledge and understand:
1. That the released information may contain alcohol, drug abuse, psychiatric, HIV or AIDS testing and results.
2. That!may refuse to sign this form and it is strictly voluntary.
3. Ifl donot sign this form, my health care and payment for my health care will not be affected.
4. I may revoke this authorization at any time in writing, but if | do noft, it will not affect any action taken prior to
receiving the revocation.
5. lunderstand that | may see a copy of the information described in this form or, for a reasonable fee, may

receive a copy of the information received in this form.
6. If the requestor or receiver of the information is not a health care provider, the released information may not be

protected by federal privacy regulations and may be re-disclosed.
7. | canrequest a copy of this release form.

| have read the above statements and authorize to have this information disclosed as stated.

Signature of Patient/Guardian/Patient Represeniative Date

Print Name of Patient/Guardian/Patient Representative Relationship to Patient

THIS AUTHORIZATION EXPIRES NINETY DAYS AFTER IT IS SIGNED

Eric C. Nielson, M.D., FA.C.O.G. 1151 East 3900 South, Suite B299
Kathleen G. Miller, WHN.P,, C.N.M Salt Lake City, UT 84124
Lindsay Breinholt, W.H.N.P., C.N.M. @ 801.485.7188

Julie Frenette, FN.P., C.N.M. © 801.685.8116

Christopher Barion, M.D.
mtolympusobgyn.com




