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PATIENT AUTHORIZATION TO USE OR DISCLOSE 
PROTECTED HEALTH INFORMATION
I specifically authorize LAREDO PREMIER HEALTHCARE, PLLC or its designated employee(s) to disclose my PHI as described on this form to the recipients listed below. 

Description of the information to be used or disclosed (check all that apply):


( My entire record
Note: This requires an explanation of why it is necessary to disclose the entire record. 
____________________________________________________________________________________________________________________________________________________________________________

( My demographic information (check all that apply):


□ Name

□ Address
□ State/Zip Code only          □ Telephone


□ Age

□ Gender
□ Race
                                □ Other ____________________

( Medical Data/Information related to:


□ Specific condition(s)





□ Specific professional service(s)





□ Specific medication(s)






□ Other 





            I (do (do not authorize this information to be faxed.
Name(s) or class of person(s) to whom LAREDO PREMIER HEALTHCARE, PLLC may disclose my PHI: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I have a right to revoke this authorization in writing, except to the extent that action has been taken in reliance on this authorization. The revocation must include:

· My name, address, and signature  


· My desire to revoke this authorization and the date 
All revocations must be sent to the OFFICE MANAGER, and are not effective until received by him/her.

This authorization shall expire one year from today’s date. 
____________________________________


______________________________
Print Name






Date

____________________________________

           
______________________________
Signature 






Relationship to Patient 
