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YOu may

‘0. My hPalth information for the date(s)

use or disclose the following health care mformatzon (checl; all that apply)

i D All'my health information maintained by the above-named practice.
tl My health information relating to the following treatment or oondmon'

e

a. Othex"

"";5{'6.'11 x_na_jff-dlsclose thiz health information tot

™ LA CLINICA DEL NINO, PC
3780 Holcomb Bridge Rd, Suntg C

i Reason(u) for this authonzntxon (chregcl all that apply):

Norcross, GA 30092

Tel. 770-263-9101 Fax, 770-263-9102
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| O At my réquest

0 Other (specify)
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’,I‘hia authoriza
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I understand Jdonoth

1 may revioke this authorizati
uipon this;authorization. 1may not be able to re

tion ends: [) on(date).
1) when the following event occurs

revoke this authonzatlon are:
fle Fill out a revocation form. The form is avmlable from the ofﬂce OR _ N

e “Write a letter to the office.
Onca the office discloses health infozmatmn, the person or orgamzatmn that receives it faay re-disclose it. Privacy laws may no

Jlonger protect i

it.

ave to sign this authonzat:on form in order to get health care bengfits'(treatment, payment or enroliment).
i Howcver, I do have to sign an authorization form:

« To teke part in & research study OR .
) To receive health care when the purpose s to create heaith informatlon for a third party.

on in writing. If 1 do, It will not affect any ‘actions alreadyt

ken by the above-named practice based
volce this authorization if its purpose wag to obtain insurance. Two ways to -
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T Printcd nams I signcd on behalf of tho pationt

Relationzhip (pareny, legel guardimn, personal rapresentative, cte.)




