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AUTHORIZATION FOR RELEASE AND/OR DISCLOSURE OF MEDICAL INFORMATION

Tm, payment, snrolliment or eligibiiity for benefits will not be conditioned on my providing or refusing to. provide this
a on. -

Please REQUEST Medical Information EROM: Pisase SEND Medical information TO:
_ _ Karin Li MD
NAKME OF HEALTH CARE PROV) * .
TH GARE PROVIDER 12442 Limonite Suite 211

NAME OF MEDIGAL OFFICEHOSPITAL it Fastvale, CA 91752

STREET ADORGES. ; e
S Tel: 951-220-9796

I, ETATE AND ZiF GODE Fax: 888-491-0615

| hereby authorize - ta release and/or disclose the inedical

information as indieated below to the' health care providet, entity, or person | have indicated above.
Release and/or discloge records and information regarding:

¥ .
'NAME OF PATIENT (LIET OTHER NAMES USED) & MEOICAL RECORD NUMBER  ~  DMEOF BIRTH
ADURESS CITY STATE  ZIF CODE TELEFHONE NUMBER
"DURATION: This authosization shall become effective immediately and shall remain In effect
(enter date) or for one year from the date of signature if no date entered.
REVOCATION: This authorization may be revoked in writing by the undersigned at any tima prior to the release of

information frorm’the disclosing party. Wrilten revacation will not affect any action taken in reliance
‘on this atthiorization before the written revocation was recaived.

'REDISCLOSURE: } understand thét the requester may not lawfully further use or disclose the health information
unless ancther authorization-is obtained from me or unlass disclosure Is specifically required or

permitted by lawa
SPECIFY RECORDS Check the box and initial which type of information Is to be relessad and/or disclosed:
TO BE RELEASED  [).General Medical Information (from 10 _J)
AND/OR QO intormation Regarding Specific injury or Treatment  (from . )
DISCLOSED: [ X-Ray (check one orboth): [} Films [ Reports
Laboratory Results: |
Ul Mentat Hoatth (from P ———) TR OF FRTENT OR PRTENTS ARSI DRTE
O Alechotisug (irom fo ) R G R FRTET S FEPESENTTE BATE
3 HIV Test Results (from fo ) SIS OF FATIENT GR RTENTS FEFESSAWE. DATE
Q Other (specify):

| raquest that the health information released and/or disclosed pursuant to this authorization be used:tor the

foliowing purposes only: =

- 1

copy of this authorization is valid as.an: ongmal o
?have the right 1o teceive a copy of this amhonzatron The copy Is for me to keep.

X _ s i . .
EGRATURE OF FATIENT OR PATIENT'S REFRESENTATIVE INOICATE RELATIONSHIP {IF SIGNED. BY OTHER THAN PATIENT)

DATE
- =

oy ee PR




