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AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

Patient’s Name: Date of Birth:

Previous Name: Social Sccuritg #:

| rcqucst and authorize
To release hcaiti'lcarc inicormation of the Paticnt namcci above to:

Name: Bristow Pediatrics

Address: 10492 Bristow Center Dr.

City: Bristow State: VA Zip Code:  201%6-2202

This rcqucst and authorization aPPIics to:

0O Healthcare information rclatingto the Fo“owing treatment, condition, or dates:

0O All healthcare information

O Oti'ncr:

As the person signing this authorization, l understand that I am giving my Pcrmission to the above named health care entity for
disclosure of confidential health records. | understand that the health care entity may not condition treatment or Pagment on my
wi”ingncss to sign this authorization unless sPcciFic circumstances under which such conditioning is Pcrmittcci bg Jaw are
appiicabic and set forth in this authorization. | also understand that | have the right to revoke this authorization at any time, but
that my revocation is not effective until delivered in writing to the person who is in Posscssion of my health records and is not
effective as to the records aircacig disclosed under this authorization. A copy of this authorization and a notation concerning the
persons or agcncics to whom disclosure was made shall be included in my originai health records. | understand that health
information disclosed under this authorization might be redisclosed bg a rcciPicnt and may, as a result of such disclosure, no
iongcr be Protcctccl to the same extent as such health information was Protcctcc] bg law while soicig in the Posscssion of the

health care cntitg.

Patient Signaturc: Date:

Rclationship to Patient:



