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AUTHORIZATION FOR USE OR DISCLOSURE
OF MEDICAL INFORMATION

Patient Name: DOB:
Last First Initial
| hereby authorize to disclose to
Name of Person/Organization Providing the Information: Person/Organization to Receive Information:
Address Address:
City, State and Zip Code City, State and Zip Code
Phone / Fax #: Phone / Fax #:

The information to be released or used includes:

Complete Medical Record Reports and Test Results
Other: Lab Test Results
X-ray Test Results Medication

Dates to be included in this release:
No date restriction/all dates From to

The type of information to be disclosed includes:
Medical Information Only
Psychiatric/Mental Health Information

Sign and Date
Results of an HIV Blood Test

Sign and Date
Complete this section when releasing Patient Health Information.

Completed Date _ / / _ Initials: ___Faxed _ Mailed __ Picked up
___ Other:

OVER

Diplomates of the American Board of Allergy and Clinical Immunology

370 N. Wiget Lane - Suite 210 - Walnut Creek, CA 94598 - 925/935-6252
2305 Camino Ramon - Suite 225 - Bishop Ranch 11 - San Ramon, CA 94583 - 925/327-1450
5924 Stoneridge Drive  Suite 207 - Pleasanton, CA 94588 - 925/463-9400
350 John Muir Parkway - Suite 180 - Brentwood, CA 94513 - 925/513-3140
3010 Colby Street - Suite 221 - Berkeley, CA 94705 - 510/644-2316
1460 North Camino Alto - Suite 109 - Vallejo, CA 94589 - 707/552-1262
www.bayareaallergy.com



This authorization will automatically expire one (1) year from the date signed
or on:

Specify date or event

This information will be used for
Patient Care

| understand:

e | may refuse to sign this authorization. Treatment, payment, enrollment or
eligibility for benefits will not be conditioned on my providing or refusing to
provide this authorization.

e | may inspect or obtain a copy of the medical information covered by this
authorization.

e | understand that there is a fee to obtain copies of medical records except
when copies are sent directly to a physician or health care provider.

¢ | may revoke this authorization at any time. My revocation must be in writing,
signed by me or on my behalf and delivered to Allergy & Asthma Medical
Group of the Bay Area, Inc. My revocation will be effective upon receipt,
except where use or disclosure has already occurred in accordance with this
Authorization.

e | have a right to receive a copy of this Authorization upon my request.

e |f disclosure of this health information is to someone who is not legally required
to keep it confidential, it may be redisclosed and may be no longer protected.
California law prohibits recipients of your health information from redisclosing
such information except with your written authorization or as specifically
required or permitted by law.

Signature: Date:
Patient or Personal Representative (Parent/Legal Guardian)

Print Name: Phone #:

Address:

If Personal Representative, state relationship:

8/16



