GASTROENTEROLOGY &
NUTRITIONAL MEDICAL SERVICES

AUTHORIZATION TO USE AND/OR DISCLOSE HEALTH INFORMATION

Patient Name: Chart # Date of Birth:

I request and authorize Gastroenterology and Nutritional Medical Services, Inc., to release the health care information described below to:

Name: at

Address:

City, State: Zip code:
Purpose(s) of this use/disclosure: At the request of the patient ____ Other (please describe)

By initialing the spaces below, I specifically authorize the use or disclosure of the following health information and/or records, if such
information and/or records exist:

Please send the entire medical record (all information) to the above named recipient.

__ Transcribed Consultation Reports _ Transcribed hospital reports

______ Laboratory reports _____ Transcribed procedure reports

_____ Billing Statements __ Pathology reports

_ Verbal discussion of care with __ Diagnostic imaging reports
Other

The requested records or information is about health care provided during the following approximate time frame:

Except to the extent that action has already been taken in reliance upon this authorization, I understand that I may revoke this
authorization at any time by giving written notice to Privacy Officer, 616 S. Washington Street, Bastrop, LA 71220. Unless revoked

earlier, this authorization will expire 12 months from the date of signing or upon (date or event)

I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment.
I may inspect or copy any information to be used or disclosed under this authorization.

I also understand that, if the person or entity receiving this information is not a health care provider or health plan covered by
federal privacy regulations, the information described above may be redisclosed and no longer protected by these regulations. However,
the recipient may be prohibited from disclosing my health information under other applicable state or federal laws and regulations.

I further understand that the person(s) I am authorizing to use or disclose my information may receive compensation (either

directly or indirectly) for doing so.

Signature of Individual or Individual’s Legal Representative Date

Print Name of Legal Representative (if applicable) Relationship of Legal Representative to Individual

(A copy of this signed form will be provided to the individual and/or the individual’s legal representative.)



