/)

Authorization for Release of Information

Patient’s: Mame: Date:
Social Security Mumber:
Date o f Birth
Address:
Telephone Mumber:

I undersigned, hereby consent to, and authorize Crossroads ObhGyn and Wellhess PA to do the following:

AGREE to release to andfor RECIEVE to receive from:
Matne:
Address:
Telephone: for the period of through

oy confidential medical records, which tmay include protected health information (HIPAA), substance abuse
information or HIVrelated information.
The information to be released ands or received should include:

Medical History and Information Imaging Reports

Inmunization Records Prenatal Records
Substance Abuse/Mental History Lahoratory ResultsReports
Billing Information TransferTermination/Ti scharge
Sexually transmitted diseases, incduding HI'V ALL OF THE ABOVE

T acknowledge that Thave the n ght to revoke this authorizationin whting at any time by sending such written
notification to the releasing personfagency. [understand that my revocation wall not be effective to the extent
that Crossroads ObGyn and Wellness PA has already taken action in reliance of thiz authorizati on or ifthis
authori zation was ohtained as a condition of obtaining insurance coverage and the insurer has the legal right to
contest the claim. I further aclmowledge that even if [ revoke thiz authonzation, the uze and disclosure of my
protected health information could possibly stll be required as indicated in the copy of the Notice of Prvary
Practices of Crossroads OhGyn and Wellness, that [ have received and reviewed. [ acknowledge that the re-
disclosure of my protected health informati on may be accomplished by the authonized recipient(s) and thatit
wall no longer be protected by Federal Privacy Rule. [ acknowdedge and understand that [ am waiving my right
to confidents ality with respect to the information or records rel eased pursuant to the s conzent and [ hereby
release Crossroads ObGyn and Wellness PA and 1ts staff from any and &l hiability ansing from the release and
disclosure of the information or records. A photocopy or fax of this authorizat on 15 as valid as original

I acknowledge that Thave read this anthorizaton for release of information in its entirety and I full y understand
1ts terms and 1mpli cati ons.

I freely, woluntanly and without any coercion, agree with the terms and conditions contaned in this

authori zation.

PatientiCuardian MName: Signature:
Date:




