@
® CENTER FOR ————
E FERTILITY & IVFE
980 RAINTREE CIRCLE, ALLEN, TX 75013

PHONE (214) 383-2600 FAX (214) 383-2601

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

PATIENT NAME: DOB:

ADDRESS: CITY: STATE ZIP

PHONE NUMBER: ( )

I HEREBY AUTHORIZE AND REQUEST

DR. NAME/FACILITY NAME:

ADDRESS: CITY: STATE ZIP

PHONE NUMBER: ( ) FAX NUMBER: ( )

TO RELEASE THE FOLLOWING INFORMATION TO:

DFW CENTER FOR FERTILITY AND IVF
980 RAINTREE CIRCLE, ALLEN, TEXAS 75013

(214) 383-2600 (PHONE) (214) 383-2601 (FAX)

PLEASE CHECK ONE:
[ ENTIRE MEDICAL RECORD
[J INITIAL FERTILITY EVALUATION AND RELEVANT FERTILITY TESTING RESULTS

[J OTHER:

REASON FOR DISCLOSURE:
[J TREATMENT/CONTINUED MEDICAL CARE

[ OTHER:

THIS SIGNED RELEASE IS VALID FOR 120 DAYS FROM THE DATE OF SIGNATURE; HOWEVER YOU MAY CANCEL/REVOKE
THIS AUTHORIZATION ANY TIME PRIOR TO THAT DATE BY SUBMITTING A WRITTEN REQUEST.

PATIENT SIGNATURE: DATE:




