TRINITY FAMILY MEDICINE 

MELISSA J. URREA, MD

201 South Bell Blvd. Suite 104 

Cedar Park, TX 78613


AUTHORIZATION FOR DISCLOSURE OF CONFIDENTIAL INFORMATION

Patient Name___________________________________________________________

Date of Birth_____________________________SS#___________________________

This Authorizes: _____________________________

                           _____________________________

                           _____________________________

To Release to:
TRINITY FAMILY MEDICINE 



DR. MELISSA J. URREA AND ASSOCIATES



201 SOUTH BELL BLVD. SUITE 104



CEDAR PARK, TX 78613

  The Following records: _____________________________________________________

_____________________________________________________

I hereby authorize the release of all my medical records including any HIV testing, Psychiatric evaluation, or Alcohol and Drug dependency treatment results or copies of such as indicated above.

This consent and authorization expires on _________or within 90 days of the date signed.  A photo copy or fax copy of this consent and authorization shall be considered as effective and valid as the original.  I understand that a fee for preparing and furnishing this information will be charged.

When my information is used or disclosed pursuant to this authorization, it may be subject to redisclosure by the recipient and may no longer be protected by the federal HIPAA Privacy Rule.  I have the right to revoke this authorization in writing except to the extent that TRINITY FAMILY MEDICINE, MELISSA J. URREA, M.D. has acted in reliance upon this authorization.  My written revocation must be submitted to TRINITY FAMILY MEDICINE’S Privacy Officer at 201 S. Bell Blvd. Suite. 104, Cedar Park, TX.  78613.

Patient’s Signature___________________________Date___________________

Patient’s Name______________________________DOB__________________

REVISDED 2008


