The Beloved Medicine Clinic

7777 Forest Ln, Suite A315

Dallas, TX 75230

Telephone: 972-566-4888

Fax: 972-534-1308

Contact email: admin@thebelovedmedicineclinic.com

Medical Records Release Form

By signing this form, | authorize you to release confidential health information about me,
by releasing a copy of my medical records, or a summary or narrative of my protected
health information, to the physician/person/facility/entity listed below.

Fatient Name: Date of Birth:
The information you may release subject to this signed release form is as follows:
Complate Records [] Histery & Physical CProgress Notes
Care Plan [ Lab Reporis Radiclogy Reporls
[] Pathology Reporis [0 Treatment Record Cperative Reports
[] Hospital Reports [ Medication Record [ Other (please spacity
below)

Release my protected health information to the following
physician/personifacility/entity and/or those directly associated in my medical care:

Mame:
Address:
City: State: Zip Code:

The purposelreason for this release of information is as follows:

Signature:
Patiant Mama Signature of Patient or Personal Representative
Patient Date of Birth or Social Security Number Printed Name of Patient or Personal Represeniathne

Date Description of Personal Representative’s Authority


mailto:admin@thebelovedmedicineclinic.com

