 Lucy Rojo

Holistic Healing

3816 Woodruff Ave., Ste., 102

Long Beach, CA  90808

Ph: 562-496-2340

Fx: 562-627-0902


Authorization to Disclose Medical Records

By law, this authorization must be dated and signed by the patient authorizing release of information

__________________________________________________
___________________________________

Name: Last
Middle

First



Other name used
__________________________________________________
___________________________________

Phone:  (please circle) Home / Work 




Date of Birth

	Provider Phone Number & Fax Number

	Send my medical records to:

Lucy Rojo

	Name of Clinic / Hospital / Agency:


	Name of Clinic / Hospital / Agency:

Holistic Healing

	Street Address:


	Street Address:

3816 Woodruff Ave., Ste. 102

	City, State, Zip Code:


	City, State, Zip Code:

Long Beach, CA 90808

	
	Please:      Mail _____     Fax _x_ (If less than 15 pages; call 1st)


This information will be used on my behalf and limited to dates: ____/_____/_____ to _____/_____/_____.

By initialing the spaces below, I authorize the release of the following medical records, if such records exist:

_____Entire medical record


_____Progress Notes

_____Laboratory report

_____Pathology Reports


_____EKG 


_____X-ray

_____Operative report


_____Problems / Medications list

_____Other, please specify:  ________________________________________________________________________
	The following items must be initialed  to be included in this release of records:  

___ HIV/AIDS related record                                                                       ___Mental health record

___Drug/Alcohol diagnosis, treatment or referral information                ___Genetic testing information

(Federal regulations require a description of how much information and what kind of information is to be disclosed).

Describe:_______________________________________________________________________________________




I understand that such information cannot be released without my specific consent, except in a medical emergency.        I further understand that this authorization is valid for six months from the date of signing unless revoked earlier by myself.  The only exception is when the action has already occurred as instructed in the consent.

Signature of Patient
 / Legal Guardian if Patient is a Minor



Date







