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Family Medicine         AUTHORIZATION TO RELEASE MEDICAL INFORMATION
  Personalized Care for                                TO DAVOODI FAMILY MEDICINE
   Every Stage of Life

I________________________________________________________, hereby authorize

(Name of patient or legal representative)

______________________________________________________________________________________ 

(Name of person/entity who should release records)

______________________________________________________________________________________                                   

(Address of Person who should release records)

to release the following information by mail, fax, electronically or orally too:

Dr. Fariborz Alan Davoodi, M.D.

3051 Churchill Drive Suite 100

Flower Mound, Texas 75022
Telephone: 972-410-3682      Fax: 972-410-3683

From the records of:______________________________________________________

                              (Name of person whose record will be disclosed)                          (Date of Birth)

For the Purpose of:_______________________________________________________

Information To Be Disclosed:

__  All Medical Records

___Specific records/ information as follows:____________________________________

________________________________________________________________________

I DO NOT WANT THE FOLLOWING INFORMATION DISCLOSED:

(as defined by applicable state and federal laws):

___Alcohol/Drug Abuse       __ HIV Test Results  __ Mental Health/Developmental Disabilities

This authorization is given freely with the understanding that:

1) Any and all records, whether written, oral, or in electronic format, are confidential and cannot be disclosed without my prior written authorization, except as otherwise provided by law.

2) A photocopy or fax of this authorization, is as valid as this original

3) I may revoke this authorization at any time in writing, except 1) where information has already been released. Or 2) needed for an insurer to contest a claim/policy as authorized by law, if signing the Authorization was a condition to obtaining insurance coverage.

4) Davoodi Family Medicine, and its employees are hereby released from any legal responsibility or liability for receipt of the above information to the extent indicated and authorized herein.

5) I understand that I do not need to sign this Authorization in order to receive treatment.

______________________________________  ____________________________________________

 Patient’s Printed Name                                         Date of Birth

______________________________________     _______________________               ____________

Patients/ Legal Representative Signature                 Relationship to Patient                            Date

