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AUTHORIZATION FOR RELEASE OF INFORMATION
PATIENT: DOB:

From: Alpha OB/GYN

2905 Jordan Ct. Ste G

Alpharetta, GA 30004
P:678-335-9223 F:678-335-9236

| hereby authorize the use of disclosure of my individually identifiable health

information as described below. | understand that this authorization is

voluntary. | understand that the information | authorize a person or entity to
receive may be re-disclosed and no longer be protected by federal privacy
regulations. | understand that | may revoke this authorization at any time by
notifying Alpha OBGYN in writing.

PLEASE SEND A COPY OF MY MEDICAL RECORD TO:
Facility/Doctor/Self:

Fax:
Phone:

Information Needed:
Operative Notes(s)
Office Records

Prenatal record, including laboratory and ultrasound reports, from
the current pregnancy

Lab and/or radiology reports

Other

Signature of patient or patient’s representative Date signed
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