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AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

Name of Patient

Date of Birth

hereby authorize M&M Orthopaedics to disclose my records/information to:

Name:

Address:

City, State, Zip Code:

Fax Number:

E-Mail:

Information and dates of information to be released: (Please check ALL that apply)

(specify body part)

From (date): To (date):

3 Complete Medical Record 0O X-Rays

O Office Notes 0 MRI Report
0 Operative Report 0O MRICD

0O FMLA 0 Billing Record
0  Disability Form 0 Other

Purpose of Disclosure:
O Healthcare Provider

o Self
0 Insurance/Employer
T Attorney

X

Date:

(specify body part)

Patient Signature (Parent/Guardian if Patient is a Minor)
Please Print Name

Relationship:

This authorization will remain in effect for six months from the date signed.

mkm
06/19/2008



