B0 EAST HOUSTON ‘

§ § MEDICALCENTER
15149 Wallisville Rd .
Houston, TX, 77040 ‘

Phone: 832-400-2396 Fax: 832-400-2397
— MEDICAL RECORDS REQUEST FORM

This form i used fo request copies of medical recafds. Oﬁfy"géﬁents mc;l:ﬁ'{elh‘:hlgagal; r‘apreser{téiiues may maké'é'ﬁédicai record request.
East Hauston Medical Center may verify your identity. Some reguests may be subject to a reasonable fee. '

g PATIENT INFORMATION
Name: ' SRV A (1106100 o 0 e i ——
Address: Phone: e
, B
City: ] _ Stafe: _ - Zip: 1
WHAT INFORMATION ARE YOU REQUESTING DISCLOSURE: ‘
[ Discharge Summary [T Radiology Reports & Images
~H HisoryPhysical — - OieeResufis—-  -——— —  —
0 Operative Reports 1 Progress Notes I :
[ Pathology Reports [1 Past/Present Medications |
O Consultafion Reports _ I Patient Information ‘
[ lismized Billing [l Entire Medical Record |
O Other: _ |
.Date(s) of Senice: morme e S i w -
PURPOSE OF DISCLOSURE: - |
'O Persanal Use (Skip to "Medium of Delivery”) [1 Insurance .0 School
O Treatment/Continuing Medical Care O Legal Purposes O E_mp[uym\‘en’s
: - [ Disahility Determination Ol Other _|

1 Billing or Claims
INFORMATION TO BE DISCLOSED TO OR OBTAINED FROM: |
(If the disclosure is for Dersonai use, skip this section} .

| 'ﬁéﬁ.’é.-%;r_e&uestad medical records 1o be san{t‘c: ‘o obtained from the th[rcl"[;aﬁy i have indicated Eé'iaal'--ﬁd;;r;pleﬁon of this form serves
i ; oup. | understand that once

as my authorization for East Houston Medical Center ta disclose fo oc obtain these recards from s e badipkt il
my Information leaves East Houston Medical Genter, East Houston Medical Centeris no'lo 'tlh’é":ﬁr'ﬁmatibﬁ,'and the

récipia_nts'of*my‘infarmaﬂon--may-not—be-Eegaitynrequired{o pmteat-my-inforrﬁatian. by ;
Name: __Phone: Fax: i
MailingAddress:___ . . ) — —— —
Name: Phone: Fax: |
Mailing Address: ‘ i
MEDIUM OF BELIVERY. ;
’ - |
I Paper Pick up >or< mail to address listed above '
[T Electronic Form of: Fax#: ‘ : ‘
Secure-emal-mustbe-pivate-email-address).. ‘I
TERMS OF AUTHORIZATION !

{, the undersigned, have réad the above and autherze the staff of East Housion Medical Center to disclose sueh Information as herein contained. [ may refuse o sign this
=uithorizetion and tt i is striclly valuntary. 1 have the right to revoke this ai itfioffzalion i wiling 2t any fime except Ia the extent that action has been taken In refiancs upan it 1
undérsiand that when Bis information Is tsed or disclosed pursuant bo this authorization, it may be subject o re-disclosure by the recipent and may ro longer be protected. |
heraby relezss and hold harmless East Houstort Mediesf Canter, s employees, oficers, siaf, and lis parent company from all Babilty 2nd damages resuliing from the: Exwiuf
relezse of my Protécted HeslH Information. East Houston Medical Centar will not condiion fraziment, payment, enrollment or eligibifity for berefits on my completion of his
Foemn, | tnderstand that | may Seeand oblain a copy of tbe Information descrized on this form, for a reasunzble copy fee. Unless otherwise rewni:ked, this avthorization will

esepire on the sdoner &f 12 months from the date of this autherization or on the date tis revekad, | i
Date: ! L

Signalura:

Printed Name: - : ‘

= , ‘ L

Aurhoiity/Relatignship to Patient: AFFIX PATIENT LABEL HERE
!




