Andrew Krinsky, MU LLC
‘ 7401 N. University Dr, Suite 101, Tamaerac, L, 33321,
; Telephone: (954) 722-2002 ~ ifax: (954) 722-2041

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION }
Patient Namc: . ID Number:
Date of Birth:

By iy signaturc below, I hercby authorize the use or disclosure of my individuaily identifiable

*  health information as described Below. T understand that this authorization is voluntary. 1
understand thdt if the organization authorized to receive the information is not a health plan or
health care provider, the released information may no longer be protecied by foderal privacy
regulations.

Yersong/orpanizations providing the information: Persons/organizntions receiving the information:

pCQ’M ‘ D Bndtus V.r, MV-\.{

' Specific descripfion of information (incinding dates): | Purpose of requoa&ed use or disclosure:

\ask(2Nes DE P wore, a0, | Medi(a g Yeroms <
(T Scon, e @suls, £OC N6-E1, labs,

The prticnt or the paticnt’s representative mnst read awnd initial the following statements:

Fultinds

iy 1. i I understand that this avthorization will expircon _ 7/ (DD/MMIYR). 117 fail
to specily an expiration date, this authorization will expire in six months.

“2. | T understand that I may revoke this authorization at any time by notifying the providing
orgenization in wriling. 1 understand that the revocation will not apply to information
that hins already been released in response to this authorization and will not apply to my
insurance compary when the law provides my insurer with the right to contest a claim
under my policy, :

3. | ] understand that my healtheare end the payment for my health care will not be affecied

if I do not sipn this form.

4. | Tunderstand that I may sce and copy the information described on this form and will
receive a copy of this form afier il is signed.

5. LIfY have questions about disclosure of my heaith information, I can contact the office
staff or the physician,

[ 1 authorize the release of my complete health vecord {including records
relating to mental healthcare, communicable diseases, HiVor ALDS, and treatment of
d](,(}hcl ordr ug;, A!)tn(‘}

3

Stgnature oi’i’atw?‘t or Legal Representative Date

C:EZ%‘_——?

If Signed by Legal Representative, Relationship to Patient Signature bf Witness




