
Central Texas Dermatology Clinic 102 Westlake Drive Austin, Texas 78746

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

I hereby authorize the use or disclosure of information from the medical record of:

Patient Name: ______________________________________ Date of Birth: ___________________________________ 
Social Security #: ___________________________________ Daytime Phone: __________________________________
FROM: I authorize the following individual or organization to disclose the above named individual’s health information:                                                                   
__  Central Texas Dermatology, PA/ 102 Westlake Dr, Ste.100 Austin, TX 78746_        ________   Fax:  __512-444-0977_________________ 

_______________________________________________________________________________  Fax: _______________________________    
TO: This information may be disclosed to and used by the following individual or organization:                                                                                                   
_    Central Texas Dermatology, PA/ 102 Westlake Dr, Ste.100 Austin, TX 78746_           _______  Fax: ___ 512-444-0977________________

_______________________________________________________________________________  Fax: _______________________________
Please release the following:
_______Progress Notes  _______Pathology Reports ______Lab Reports  ______Any and all Records
_______Other Diagnostic reports (Specify)________________________________________________________________________________

  Including Information (if applicable) pertaining to: _______Mental Health     _______Drug/Alcohol    ________HIV/AIDS   _______Communicable Treatment
 Purpose or Need for Disclosure: 
_______Continued Patient Care 
_______Attorney/Legal 
_______Disability Determination

________Personal Use
________Insurance Claim/Application
________Other (specify)____________________________________________

_____________________________________________
Date
_____________________________________________

I understand that the information in my health record may include information relating to sexually transmitted disease, acquired 
immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information about behavioral or 
mental health services, and treatment for alcohol and drug abuse.

I understand that the information released is for the specific purpose stated above. Any other use of this information without the 
written consent of the patient is prohibited.

I understand that I have the right to revoke this authorization at any time. I understand that if I revoke this authorization I must do so 
in writing and present my written revocation to the individual or organization releasing information. I understand that the revocation 
will not apply to information already released in response to this authorization. I understand that the revocation will not apply to my 
insurance company when the law provides my insurer the right to contest a claim under my policy. Unless otherwise revoked, this 
authorization will expire on following date, event or condition: Expires:_____________ ___________________________

If I fail to specify an expiration date, event or condition, this authorization will expire in 12 months.

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign the authorization. I need to not 
sign this form in order to ensure treatment. I understand that I may inspect or copy the information to be used or disclosed, as provided 
in CFR 164.524. I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and the 
information may not be protected by federal confidentiality rules. If I have questions about disclosure of my health information, I can 
contact 512-327-7779.

_______________________________________
Signature of Patient or Legal Representative
_______________________________________
Relationship to Patient (If Legal Representative) Witness

Date request completed _______________________________ # of pages copied ________________________________ 
Staff Signature ______________________________________


