Cwmrbony bivr Hemabiowg Arvd Pegenerative Moddicine

Authorization For Release and Disclosure of Protected Health Information

In accordance with state law and regulatory agency requirement, the health record is the property of CHARM. I
herby authorize the Medical records custodian to release information from the medical records of:

Patient Name: DOB: SSN:
Address: City/St/Zip:
Telephone: Alt.Contact:
Information May Be Released To: From: Facility or Physician:
Center for Healing and Regenerative Medicine Name:
(CHARM
10815 FM 2222 Bldg 3B, Ste 200 Address:
Austin, TX 78730
(512) 614-3300; City/ST/Zip:
(512) 614-372-1665 fax
Phone/Fax:
Please Release the following Information:
=i =i =i =i
‘— Problem List ‘—X-ray & Films reports '~ History & Physical ‘— Medication list
-
= Progress Notes = Lab results = Other:

This information is necessary for the following purpose:

=l =l
*— Continued patient care = Personal use = Attorney/ Legal *“—Insurance

—
= Other (Specify):
1. ]

Patient signature or legal representative Date

Relationship to patient Witness




