C O R I N T H
A Family Medicine
\/__>§ and
Pediatrics

3001 FM 2181, SUITE 300, CORINTH, TX Ph: 940-497-4900 FAX: 855-978-2330

Name of Patient Date of Birth

Address (City, State, ZIP Code)

AUTHORIZES: RELEASE RECORDS TO:
Corinth Family Medicine & Pediatrics
Name of Physician FAX: 855-978-2330

or Mail Records to us, Do Not Send CD.

Name of Health Care Facility

City, State, Zip Code

INFORMATION TO BE RELEASED:
X] Immunization Records

X] Other (Specify) Last WCC, medical hx, medications, surgical hx, allergies, Hospital discharge summaries,
Specialist notes

For the following dates of service: o All dates of service

PURPOSE OR NEED FOR DISCLOSURE:
0 Further Medical Care o Payment of Insurance Claim 0 Legal Investigation
o Application for Insurance 0 Disability Determination o Other

| understand that this authorization shall be valid for one (1) year or until the date stated below or revoked
through written notice to Medical Records. (do not put today’s date)

Date
| authorize release of my medical records in accordance with the specifications listed above. | understand
written notice is necessary to cancel this request.

SIGNATURE OF PATIENT DATE
(If over 18 years of age)

SIGNATURE OF PARENT/ GUARDIAN DATE
Print Name

Patient is: o Minor o Incompetent o Disabled o Deceased
Legal Authority: oLegal o Legal Guardian o Next of Kin of Deceased



