
RELEASE OF INFORMATION

BALCONES WOODS FAMILY MEDICINE
Sharon Hausman-Cohen, MD ▪ Koren Weston, MD ▪ Laurelin Mullins, FNP-c ▪ Charis Bearden, FNP-c

11149 RESEARCH BLVD SUITE 210
AUSTIN, TEXAS 78759

PH: (512)231-1901 - FAX: (512)231-1902

I authorize:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

To release information from the medical records of:

_______________________________________________ _____/_____/_____
__________________________________

PATIENT NAME DOB SOCIAL SECURITY #

To:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Information to be released:

__ History and physical __ Lab and radiology reports
__ Progress notes __ Operative reports
__ Consultation __ EKG
__ Discharge summary
__ Other:
____________________________________________________________________________________________

I UNDERSTAND SOME OR ALL OF THE RECORDS I HAVE CHOSEN TO RELEASE MAY
CONTAIN INFORMATION ON THE FOLLOWING AND GIVE MY SPECIFIC CONSENTS FOR
THESE RECORDS TO BE RELEASED.

__ HIV __ MENTAL ILLNESS
__ STD __ ALCOHOL/DRUG AND/OR OTHER ABUSE

__ I UNDERSTAND BY LAW I HAVE THE RIGHT NOT TO HAVE THE ABOVE INFORMATION
RELEASED AND CHOOSE NOT TO RELEASE THOSE PORTIONS AT THIS TIME.

Purpose for release of information:

__ Doctor __ Attorney __ Insurance Claim __ Other:
_______________



I UNDERSTAND THAT I MAY REVOKE THIS CONSENT AT ANY TIME TO THE EXTENT THAT
ACTION HAS ALREADY BEEN TAKEN IN RELIANCE ON IT AND THAT, IN ANY EVENT, THIS
AUTHORIZATION EXPIRES AUTOMATICALLY NINETY (90) DAYS FROM THE DATE OF
SIGNATURE OR AS OTHERWISE SPECIFIED.

SIGNATURE: _________________________________ Relationship to patient: _________________________

DATE: ____________________

PROHIBITION ON REDISCLOSURE: THIS INFORMATION IS BEING DISCLOSED TO YOU FROM CONFIDENTIAL RECORDS.

YOU ARE PROHIBITED FROM MAKING ANY FURTHER DISCLOSURE OF THIS INFORMATION.


