AUTHORIZATION FOR DISCLOSURE OF HEALTH CARE INFORMA TION
Allergy & Asthma Center, PC

85 Indian Trail Road Phone: (406) 300-4882
Kalispell MT 59901 Fax: (406) 237-2706
I, AUTHORIZE THE RELEASE OF ’ RECORDS
(PATIENT, PARENT, LEGAL GUARDIAN] (PATIENT NAME)
BIRTH DATE / / SS# - - PHONE #{( ) -
RECORDS FROM:
PERSON/FACILITY EHONER, FAXA
STREET ADDRESS CITY, STATE, ZIF
TO RELEASE TO;
PERSON/FACILITY PHONE &, FAX 7
STREET ADDRESS CITY, STATE, ZIP

THE FOLLOWING HEATLTH CARE INFORMATION:

DISCHARGE SUMMARY/HISTORY & PHYSICAL RADIOLOGY/LABORATORY REPORTS
EMERGENCY RODM REPORT PROGRESS NOTES
OPERATIVE/PATHOLOGY REPORTS
OTHER (PLEASE SPECIFY)

FOR THE PURPOSE OF:

THIS CONSENT RELEASES INFORMATION PERTAINING TO: MUST CHECK BOX & INITIAL

_[] NCLUDES ___[JEXCLUDES DRUG/ALCOHOL ABUSE DIAGNOSIS OR TREATMENT
—_ []INCLUDES ___[JEXCLUDES POSITVE HIV (AIDS) TREATMENT OR TESTING

1] INCLUDES __[IEXCLUDES PSYCHOLOGICAL OR PSYCHIATRIC INFORMATION
T [1INCLUDES —_ [|EXCLUDES INFORMATION ON SEXUALLY TRANSMITTED DISEASES

Lunderstand that the health care information released pursuant o this Authorization includes oral communications as well as information recorded in any
medium lo¢luding, but not fimited to, infoumation recorded on handwritten, typed or computer-generated records, This includes Alm, audiotapes, videotapes
and computer dises.

Tundevstand that necessary health cars information ean be exchanged to the extent necessary to provide health care to the patiant unless specific written
{nshruction to the contrary hag heen received (50-16-529 MCA), E

[ understand that records are protacted under confidentiality regulations, and any records that contain information regarding drug/uloohol abuse that are created -
by an alcohot abuse vt diug abuse prevention program are protected under federal confidentfality laws (42 CFR Part 2). [ understand ¢hat said records
containing fnformation ahout the diagnesis, treatment, or teferral of alcohol and drug abuse problems cannot be diselosed without my written consent, and that
those reseiving this information are piohibited frotn redisclosing these recards unless expressly permitted by my weitten consent, [understand that HIV test or
treatinent cecords cannat be disclosed without my written consent unless permitled by Slate Law, and that thoss receiving this informmation are prohibited fom
vedisclosing these records without my further written consent, [ may revoke this consent at any time unless action has been tuken in rsliznce on it,

THIS CONSENT WILL EXPIRE IN 6 MONTHS

Signature Wilness/Relationship

Date Date




