AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

Zompledon of this document authorizes the disclosure and/or use of individuall y identifiable healith
m.7ormaton consistent with state and federal laws concerning the privacy of such informarion.

Print in ink & Failure to provide all informaton requested may invalidate this authorization.
Use and Disclosure of Health Informaton

Tauthorize Magan Medical Clinic, Inc., 420 West Rowland Street, Covina, CA 91723, (626)331-6411 1o:

T} Prowde records 10: D Obtain records from: D Make records avzilzble for review:
Tadiviagy zl/ Agency N 3 Mail 0 Pick-up
Address Ciry ' State__ Zip Code

‘aformaton To Be Released
ad Progress Notes Dates of Treatment

T3 Immunization Record [ Test Resulss, type and date
J Other, Specify

I specifically authorze release of the following informadon:
[J HIV test results

Purpose
Purpose/Reason records are to be disclosed:

T3 Contnued Care  [J Personal Use [J Insurance [ Other, Specify

Unless otherwise revoked, this authorization will expire on the following date, “eveat or
conditon . If I fail 1o specify an expiration date, event or condition,
s authomzanon will expire 90 days from the date of signarure. Signing this form is voluntary. 1
understand | have the might to revoke this zuthonzatoa 2nd the mght to inspect or get 2 copy of

e matedzl o be disclosed. See reverse side for details on disclosure of informaton and my
rights. 1 have read both sides of this form and voluntadly authorize and request the disclosure
zbove. I authodze use of 2 copy (including facsimile copy) of this form for disclosure of the
informaton desccbed zbove.

Pzient Name: SSN:

Tast Tirst MI
2ith Dare: Phone Number: | )
Stgnzmare, Padent or Legzl Represeatatve: Date:
Feladonshid ™ Pzaent (if signed by Legal Represeamecve) Witnass

4

Pasern: IdemzTration:

Magan Me d.o.,..l Clinic, Inc.

l

-

f Name
i

£20 Wvest Rowlznd Sirees
Covmnz, ©A 29722 Y =2
Authorized Agent: M SR R -

Knox Attorney  Service, Inc./  Knox Services LLC.



Administrator
Typewritten Text
Authorized Agent:
Knox Attorney Service, Inc./ Knox Services LLC.
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