
Completion of this document authorizes the disclosure and/or use of health information about you.
Failure to provide all information requested may invalidate this Authorization.

_____________________________________________________________ _________________________

REQUESTING RECORDS FROM?

_________________________________________ _______________________________________________

_______________________________________________ ____________________________________________________

________________________________________ ______________________ _____ ____________

WHERE TO SEND YOUR RECORDS?

_____________________________________

______________________________________________

________________________________________________

Aliso Viejo

Anaheim

Costa Mesa

Fountain Valley

Foothill Ranch

Huntington Beach

WHAT RECORDS TO SEND?

______________________ to_______________________
If no dates are entered only the last 2 years will be released

Labs

AUTHORIZATION FOR USE OR DISCLOSURE
OF HEALTH INFORMATION

Irvine

Laguna Beach

Newport Beach

Tustin
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500 Superior Ave. #270, Newport Beach, CA 92663

400 Newport Center Drive #401, Newport Beach, CA 92660
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AUTHORIZATION TO RELEASE STATUTORILY PROTECTED INFORMATION:

_____________________________________
_____________________________________
_____________________________________

CANNOT be released.

WHAT IS THE PURPOSE OF REQUESTING THESE RECORDS?

Continuing Care

*If no box is checked; this will be treated as a continued care request.

WHEN WILL THIS REQUEST EXPIRE?

__________________________________________________________________________

*If no Date is given; this authorization will expire 6 months from the signature date.

WHAT ARE MY RIGHTS?

“REQUESTING RECORDS FROM”

Yes _________________ ____________________

____________________________________________________________ _______________________________

THIS SECTION MUST BE FILLED OUT IF THE PATIENT DID NOT SIGN ABOVE:

_______________________________________________ _______________________________

________________________________________________________________________________________________________________

___________________________________________________________ ______________________________

AUTHORIZATION FOR USE OR DISCLOSURE
OF HEALTH INFORMATION

Legal
_____________________________________________

______________________________________________

physical condition, and treatment received
____________________________________________________


