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	Fatima Ibrahim, M.D.

Crescent Neurology, 800 Peakwood Drive, Suite 6-D, Houston, TX- 77090

Ph: (281) 586-8800   FAX: (281) 586-8822


Authorization To Release Protected Health Information

	Patient Name:
	

	Date of Birth:
	     
	Sex:
	

	Address:
	

	City/State/Zip:
	

	Home Phone:
	
	Mobile Phone:
	


I, named above, hereby authorize
	(office use only)

     
 FORMCHECKBOX 
 Entire Medical Record
 FORMCHECKBOX 
 Discharge Summary
 FORMCHECKBOX 
 Consult Reports

 FORMCHECKBOX 
 History & Physical
 FORMCHECKBOX 
 Operative Reports
 FORMCHECKBOX 
 Face Sheet

 FORMCHECKBOX 
 Diagnostic Images
 FORMCHECKBOX 
 Diagnostic Study Reports
 FORMCHECKBOX 
 Lab Results

 FORMCHECKBOX 
 Pathology Results
 FORMCHECKBOX 
 Complete Health Record
 FORMCHECKBOX 
 EMG/NCS Reports

 FORMCHECKBOX 
 Cardiovascular Images
 FORMCHECKBOX 
 Billing Records
 FORMCHECKBOX 
 EEG Reports

 FORMCHECKBOX 
 ___________________________________________________________________________________________________


to disclose records obtained/generated in the course of my evaluation and/or treatment to:
 
Dr. Fatima Ibrahim, M.D or Crescent Neurology P A

800 Peakwood Dr. Ste 6D, Houston, TX 77090


Phone: 281-586-8800,     Fax: 281-586-8822

I hereby acknowledge and  FORMCHECKBOX 
 do consent   FORMCHECKBOX 
 do not consent to such that the released information may contain alcohol, drug abuse, psychiatric and/or psychological testing, HIV testing, HIV/AIDS results, or such disclosure shall be limited to the following specific types of information: ____________________________________________________________________________________.
I understand that:

· This authorization is strictly voluntary and I may refuse to sign this authorization.

· If I refuse to sign this authorization, my treatment or payment for services will not be affected.

· I may revoke this authorization at any time except to the extent that action has been taken and if not revoked earlier. If I revoke so, I must do so in writing and present such revocation to this office. 
· Information disclosed by this authorization, in turn, may be disclosed to other entities covered by PHI regulation and such re-disclosure will no longer be protected by this authorization.
· I have the right to receive a copy of this authorization. 
· A copy or facsimile of this authorization is as valid as the original.

· This authorization will valid for 1 year from the date of this document. 

I hereby release Dr. Fatima Ibrahim, M.D. and Crescent Neurology P A, its affiliates, its employees, its contractors and its officers from any and all legal liability and injuries that may arise from the release of the information to the party named above. The information that I am requesting may be sent by facsimile or US mail.
____________________________________________


________________________
Signature of Patient / Guardian / Patient Representative




Date
____________________________________________
__________________________________________

Print Patient Name





Relationship of Patient Representative (if applicable)
To The Party Receiving This Information:
This information has been disclosed to you from the records whose confidentiality may be protected by state and/or federal law. Certain regulations prohibit you from disclosure of it without specific written consent of the person to whom it pertains or otherwise as permitted by such law and regulations. A general authorization for the release of such medical or other information is not sufficient for tis purpose. Fees will be charged for the release of such information. The Federal rules restrict any use of information to criminally investigate or prosecute any alcohol or drug abuse patients.
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