Medical Record Release Of Information

(A photocopy charge will be incurred for ALL reqtss

Patient Name: Social Security #
Date of Birth: Telephone: Home Work:
Address:

The undersigned hereby authorizes the use or disd®f the above named individual's health infdioraas described below.
Thefollowing individual or organization isauthorized to make the disclosure;

Physician/Clinic: NEUROLOGY CONSULTANTS, CHARTERED Phone: 913-384-4200

Address: 8800 W. 75" Street, Suite 100 Fax: 913-384-1542

City, State, Zip Code: ShawneeMission, KS 66204

The type and amount of information to be used scldsed is as follows:
2 years back with most recent test results
5 years back with most recent test results
Specific information

RESTRICTIONS: Only medical records that have originated througé health care facility will be photocopied unlesserwise requested.
This authorization is valid only for the releasenaddical information dated prior to and includihg date the patient signed the authorization.
| understand the information in my health recorg/nmelude information relating to sexually transtmit disease, acquired immunodeficiency
syndrome (AIDS), or human immunodeficiency virud\(H It may also include information about behaaioor mental health services, and
treatment for alcohol and drug abuse.

Thisinformation may be disclosed to and used by the following individual or organization:

Toreeaseto:;

Address:

Phone; Fax:

For the purpose of:

I understand that | have a right to revoke thiharization at any time. | understand that if loke this authorization | must do so in writing and
present my written revocation to the health infaioramanagement department. | understand thattrezation will not apply to information that
has already been released in response to thisraation. | understand that the revocation wilt apply to my insurance company when the law
provides my insurer with the right to contest arnlander my policy.Unless otherwise revoked, this authorization will expire on the following
date, event, or condition: . If | fail to specify an expiration date, event, or condition, thisauthorization will expire 1 year
from the date signed.

| understand that authorizing the disclosure of tr@alth information is voluntary. | can refusesign this authorization. | need not sign thisxian
order to assure treatment. | understand that lingpect or obtain a copy of the information toused or disclosed, as provided in CFR 164.524. |
understand that any disclosure of information earviith it the potential for an unauthorized reldisere and the information may not be protected
by federal confidentiality rules. If | have quests about disclosure of my health information,r cantact the authorized individual or organization
making disclosure.

| haveread the above foregoing Authorization for Release of I nformation and do her eby acknowledge that | am familiar with and fully
under stand the terms and conditions of this authorization.

(Date) (Signature of Patient)

(Date) (Signature of Parent, Guardian, or Authorized repnéative.)

If signed by a patient’s authorized representative:
Printed name of authorized representative RelatipfSapacity to Patient

Address and phone number of authorized represeatati
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