“ AUTHORIZATION FOR RELEASE AND/OR DISCLOSURE OF MEDICAL INFORMATION

—— NORTH TEXAS —
Preferred Health Partners

Please REQUEST medical information FROM (the
Please SEND medical information TO (the “Receiving “Sending Provider”):
Provider”):

Clinic/Physician:

___Neelay Gandhi, MD, FAAFP

__W. Blake Jenkins, MD FAAFP Address:

___Valerie Kasmiersky, MD

___Mark Meehlhause, MD City: State: Zip:
North Texas Preferred Health Partners Phone:

3535 Victory Group Way, STE 330

Frisco, TX 75034 Fax:

Phone #: 972-993-5070
Fax #: 972-993-5071

I, the undersigned Patient or the Patient’s legally authorized representative, hereby authorize the Sending Provider to release and/or
disclose medical information as indicated below to the Receiving Provider.

Release and/or disclose records and information regarding the following Patient:

- - / /
Name of Patient Social Security Number Date of Birth
Address City State Zip Code
Home Work Cell
DURATION: This authorization shall become effective immediately and shall remain in effect until (enter date)

or for ninety days from the date of signature if no date entered.

REVOCATION: This authorization may be revoked in writing by the undersigned at any time prior to the release of information from
the Sending Provider. Written revocation will not affect any action taken in reliance on this authorization before the written
revocation was received.

REDISCLOSURE: I understand that the Receiving Provider may not lawfully further use or disclose the health information unless
another authorization is obtained from me or unless disclosure is specifically required or permitted by law.

PLEASE SPECIFY RECORDS TO BE RELEASED AND/OR DISCLOSED: (CD or electronic version is preferred.)
Entire medical records History and Physical Chart Summary Labs Radiology Pathology
Other (please specify)

YOUR INITIALS ARE REQUIRED TO RELEASE THE FOLLOWING INFORMATION:
Mental Health Records (excluding psychotherapy notes) Drug, Alcohol, or Substance Abuse Records
Genetic Information (including Genetic Test Results) HIV/AIDS Test Results/Treatment

REASON FOR DICLSOURE:
Treatment/Continuing Medical Care Legal Personal Other (please specify)

SIGNATURE AUTHORIZATION: I have read this form and agree to the uses and disclosures of the information as described. A
copy of this authorization is valid as an original. | have the right to receive a copy of this authorization. | understand that there may be
a fee for preparing and furnishing this information.

Signature of Patient or Legally Authorized Representative Date Relationship to Patient (if applicable)

Printed Name of Legally Authorized Representative (if applicable):
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