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Authorization To Use/Disclose Health Information 

 
I authorize: ___________________________________________________________________________ 
  (Name of physician/physician group) 
 
To use and disclose a copy of the specific health and medical information described below regarding: 
____________________________________________________________________________________ 
  (Name of patient and date of birth) 
 
Consisting of: 
_____________________________________________________________________________________ 
  (Describe information to be disclosed) 
 
To: _________________________________________________________________________________ 
 (Name of recipient) 
Recipient address: _____________________________________________________________________ 
 
Recipient telephone number:                  __________ Recipient fax number:   __               _____________ 
 
For the purpose of: _____________________________________________________________________ 
   (Describe each purpose of disclosure) 
If we are requesting this authorization from you for our own use and disclosure or to allow another health 
care provider or health plan to disclose information to us:  

1- We cannot condition our provision of services or treatment to you on the receipt of this signed 
authorization.  

2- You may inspect a copy of the protected health information to be used or disclosed.  
3- You may refuse to sign this Authorization; and 
4- We must provide you with a copy of the signed authorization.  

You have the right to revoke this authorization at any time, provided that you do so in writing and except to 
the extent that we have already used or disclosed the information in reliance on this Authorization. Unless 
revoked earlier or otherwise indicated, this Authorization will expire in 180 days from the date of signing 
or shall remain in effect for the period reasonably needed to complete the request.  

      
I have reviewed and I understand this Authorization. I also understand that the information used or 
disclosed pursuant to this Authorization may be subject to re-disclosure by the recipient and no longer be 
protected under federal law.  
 
_______________________________________    __________________________ 
 (Signature of Patient)        (Date)  

OR 
_______________________________________   __________________________ 
 (Signature of Patient Representative)     (Date) 

Jean Carney, MD 
Kuo Casey Chang, MD 

Austin Sargent, MD, PhD 
Andrea Moore, PA-C 

Adult and Pediatric Asthma, Allergy and Immunology 

Asthma Allergy Centre 


