
Heavenly Hands Birthing Center, PLLC
Tina Rowe, LM, CPM

Licensed Midwife, NARM Certified Professional Midwife

908 N. Goliad

Rockwall, TX 75087

214-621-0859

Fax 972-771-4262
Authorization for Release of Protected Health Information

Patient Information:  Print name:___________________________________________   Date of Birth: ______________
SS# or Medical Record #: ____________________________   Phone Number : __________________________________

	Please release my healthcare information from:

Name of Facility/Provider: ______________________________________________

Address: _______________________________________

City/State/Zip ___________________________________

Phone Number: __________________________________

Fax Number : ____________________________________
	Please send my healthcare information to:

Designated recipient: 

Heavenly Hands Birthing Services
Tina Rowe, LM, CPM

Royse City, TX
214-621-0859

Fax: 214-269-7646



Information  Authorized to Be Released

· The most recent 2 years of pertinent information (OB Flow Sheet, chart notes, lab results, ultrasounds and special tests)

· All medical records

· Records related only to the following date(s) of service _________________________________________________

· Specific information (please specify) ________________________________________________________________

___________________________________________________________________________________________

Purpose for which disclosure is being made:

	· Sharing with other health care providers
	· I am transferring my care to a new health care provider

	· Personal use
	· Other:  ________________________________________________


Patient Authorization

I understand that the information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV).  It may also include information about behavioral or mental health services, and treatment for alcohol and drug abuse.  
My Rights

I understand that I do not have to sign this authorization in order to obtain health care benefits (treatment, payment or enrollment).  I may revoke this authorization in writing though that revocation will not cancel any action already taken on the original Authorization of Release of Information. 

Signature:  ____________________________________________________   Date:  _____________________________

THIS AUTHORIZATION WILL EXPIRE 90 DAYS FROM THE DATE SIGNED


