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CONSENT FOR RELEASE OF INFORMATION

1. I hereby authorize DR./Company________________________________________________ to 
release the following information from the health information records of:

_________________________________________________________________
Patient Name
_________________________________________________________________
Address			City		    State 			Zip

Covering the periods of care from: ______________to ______________

SSN: ______________________________DOB:___________
2. Information to be released:
_____ Copy of complete health records.
_____ Excluding information related to HIV testing/ or results.
_____ History and Physical.
_____ ALL IMAGES FOR THE LAST 5 YEARS
_____ Other: ______________________________________________________

3. Information to be released to: Generational Health Innovations 
Location:    ______ TYLER
				_____ATTN MEDICAL RECORDS____________
FAX RECORDS TO:		FAX: 903-258-9621	PHONE: 903-258-9586

4. Purpose of disclosure: Continuity of Care/ Transfer of Care
__________________________________________________________________

5. I understand this consent can be REVOKED at anytime except to extent that disclosure 
made in good faith has already occurred in reliance on this consent.

6. Specification of the date, event or condition upon which this consent expires 180 DAYS BY LAW
UNLESS OTHERWISE STATED.

7. The facility, its employees, officers and attending physicians are released from legal 
responsibility and liability for the release of the above information to the extent indicated and
authorized herein.
Patient: ________________________________________________ Date: _____________________
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