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DISCLOSURE AUTHORIZATION FORM

PATIENT NAME:

DATE OF BIRTH:

CITY: STATE:

REQUESTED By: RELATIONSIDP:

PHONE: d.-l L-(

:5~\+
Frh_~J.

I authorize Texas Spine Consultants, L.L.P. ("Practice") to disclose my protected health

information to those listed below (specify name, relationship and contact information if

applicable):
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The protected health information to be disclosed is:

Entire medical record

Only informatiQn relatingto: ~ _

Only information occurring from: ..... to .
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my request" if there is no specific purpose or you do not wish to specify the purpose):
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otherwise indicatedThis authorization will be hi. full force and effect :D

below.

o Expiration Date: - _

o Occurrence of the following expiration event: ~ _

o Up~)llconclusion of the research study


