Authorizationh to Release Medical Information

| AUTHORIZE: 2. TORELEASE TO:

Dr. John O, Ferguson
Mame of sending personforganization tame of receiving perseniorganization

1118 Roes Clark Circle #210

Strest Address Street Address

Dothan, AL 36301 ;
City Siate Zip Code City State Zip Code
INFORMATION TQ EE RELEASED: (Check all applicatle)
O ANl Information O All Frogress Notes O Lab Repors 01 X-ray Reports
O Electrocardiogram [ECGE) O Allergy Records O Immunization Records O Oiker:

SPECIAL AUTHORIZATION: Chesk applicable box{as} and sign immediately below,
By signing below, | am autharizing the office to release any and all infarmation regarding:
0 Alcahal O Brugs O Mental Health O Sexvally Transmitted Disgases [ HIY O AlDS

Mote: If this refesse pertaing to aleohel, drug, or meptal health information, please note thet this information has basn
disclosad to you from records protected by federal confidentiality rules (42 CFR part 2}, The fadaral rulas prohibit you from
making any further disclosurs of this informetlen unless addilional further disclosure is expressly permitted by wiitten
consent of the person o whom it pertains or as olherwise parmitied by 42 CFR past 2, A general authorizalion for the
release of medical or gthar information is not sufficient for this purpose. The federal rules restrict any use of the
infarmalion to criminally investigate or prosecute any aloohol or drug abuse patient.

Faktent's Signature: . Date:
4.  RECOQRDS FROM THE TIME PERIOD: f f through / !
\

5 PURPOSE OF DISCLOSURE: {Check applicable purpose)
0 Continued Wedical Care O Payment of Insltance Claim O Legal
[ Parsonal O Waorkers' Compensgaticn Cigim O Other:

6. | understand that Lhis authorization shall be valid for one year. | understand that | may revoke this consent at any time
gxcapt (0 the axtant that action hak already been taken.

7. | understand that & reascnable fee may be charged for duplication of rebords. An estimate of those chargas will be
provided wpen request prior & duplicalion.

8. - The requestar may be provided with a copy of this autherizalion,

Fatient's Signaturs: Date:

Datz of Birth: Home Phong: Work Phone:

For ofice usa anly;

RAFZ Data - litltlals of Staff Member Sending

Date Initials af Doctor 3
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