The Practice at Westlake | Austin Hand to Shoulder Center
5656 Bee Caves Road Suite M-300 | Austin, TX 78746 | Ph: 512-524-7264 | Fax: 833-471-3006

Patient Name: Date of Birth:

Address:

AUTHORIZATION FOR RELEASE OF PATIENT INFORMATION

I, the patient named above or his/her parent/legal representative, hereby authorize The
Practice at Westlake to:

Release my information to The Practice at Westlake

OR release my information to another entity/person (fill out the name and
address of the other entity/person below)

Name of Entity/Person:

Address:
City, State and Zip:

Phone:

Fax: Release the following individually identifiable
health information for the purpose(s) identified below:

INFORMATION (CHECK ONE OR MORE) FOR THE PURPOSE OF:

Complete Medical Records provider Continuing care by another

Billing Records
Insurance

Diagnostic Report
g P Attorney

Lab / Pathology Report
gy Fepor Patient request

NOTICE TO RECIPIENT: Federal rules prohibit further disclosure by the recipient of any alcohol or
substance abuse records released under this authorization unless the recipient has received written

consent from the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.
Acknowledgements: | understand and acknowledge that:

1. Individually identifiable health information may include information concerning communicable
diseases such as Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency
Syndrome (AIDS), mental illness (except psychotherapy notes), genetic testing, chemical or
alcohol dependency, laboratory test results, medical history, treatment, or any other such related
information.

2. 1do not have to sign this authorization in that my refusal to sign will not affect my ability to receive
health care services or items.

3. The entity or person receiving information under this authorization may not be subject to HIPPA or
state privacy rules and the information released may no longer be protected by federal or state
privacy rules.

4. | may cancel this authorization at any time by submitting a written notice of revocation to the clinic
at the address listed above. The revocation will not affect use or disclosure by the clinic receipt of
written revocation.



Expiration: Authorization expires 180 days (about 6 months) from the date signed or the
following:
Signature of patient or legal representative:

Printed Name: Date:

Relationship to patient:




