Kathryn J. Wood, M.D.

5575Warren Parkway, Suite 208
P.O. Box 1048

Frisco, Texas  75034

972-769-9663   Fax: 972-769-9664


Authorization for Use or Disclosure of Protected Health Information
Patient Name: ___________________________________________





(Please print)

Date of Birth: ________________________

I hereby request and authorize the release of my medical records TO or FROM:









       (Circle)

Doctor’s Name: _________________________________________________

Telephone#_____________________________

Fax#________________________
Address: _______________________________________________________________________

   ______________________________________________________________________
This authorization applies to all reports from: ______________________including:

(Check all that apply)





(Approximate month and year)

History__________


Physical Examination____________
Progress Notes__________

 Physical Assessment_____________
 Blood tests/Urine Tests__________
Bone Density Measurements_____________
Purpose of Disclosure: (check all that apply)

Continued Medical Care_________
Attorney________Insurance______Other_______

This authorization shall be effective until ____________ or 120 days at which time this authorization shall expire.
I understand that information will be provided within 15 days from the receipt of request and a fee for preparing and furnishing this information is $25.00 for the first twenty pages and $.50 per a page thereafter according to the rulings set forth by the Texas State Board of Medical Examiners.
.

I have the right to revoke this authorization in writing at any time by notifying Kathryn J. Wood, M.D. A revocation does not pertain to information use or disclosed by Kathryn J. Wood, M.D. prior to the time of the revocation. I understand that my Protected Health Information used or disclosed pursuant to this authorization ma ye redisclosed by the entity receiving it and may therefore no longer be protected by law.
Patient Signature_______________________________

Date____________
Witness_______________________________________

Date_____________

