LAKE PRIMARY CARE ASSOCIATES

GAIL DUDLEY, D.O. 


AUTHORIZATION FOR USE AND/OR DISCLOSURE OF PROTECTED HEALTH INFORMATION (MEDICAL RECORDS)

ALL SECTIONS MUST BE COMPLETED

	Section A:


By signing this Authorization, I hereby authorize and permit the use and/or disclosure of my medical records for the limited purpose and in the limited manner, described in this form. In addition, I understand that this Authorization is completely voluntary and I am signing it under my own free will.

Patient Name: _______________________________________________ Date of Birth: ____________________

Home Address: ______________________________________________ Phone Number: __________________

Persons/organizations providing the information: __________________________________________________

          Address: ________________________________________________ Fax Number: ___________________

Persons/organizations receiving the information: 
Gail Dudley, D.O., MHA 


                                                                              
 1749 David Walker Dr.







   
     Tavares, Fl. 32778







   PH: (352)343-2112 / Fax: (352)343-0154

SPECIFIC INFORMATION:  ​____ OFFICE NOTES  ______ LABATORY _____ DIAGNOSTIC TESTING

The following items must be initialed to be included:

 ___HIV/AIDS related info   ____ Mental Health related info  _____ Genetic testing   ____ Drug/Alcohol

Section B:

The patient or the patient’s representative must read and initial the following statements:

a. I understand that my health care treatment, payment, enrollment in any health plans or eligibility for benefits will not be affected if I do not sign this form.

Initials: _______

b. I understand that this Authorization will expire within one year from the date of signing this form.

Initials: _______

c. I understand that I may revoke this Authorization at any time by notifying FPMG in writing, but if I do, it

      will not have any affect on any actions taken by FPMG took before it received the revocation.

                  Initials: _______

Section C:

______________________________________________      ______________________________________________

Signature of patient or patient’s representative                           Printed name of representative

__________________________________________________

Date

1749 David Walker Dr. Tavares, Fl. 32778 
 Ph (352)343-2112 ● Fax (352)343-0154


