
AUTHORIZATION OF RELEASE OF MEDICAL INFORMATION  

________________________________________________________ ____________________________________________________
Patient Name (please print) Date of Birth Patient Name Date of Birth

______________________________________________________________________ _________________________________________________________________
Patient Name Date of Birth Patient Name Date of Birth

I, ________________________________________________, hereby authorize the use and/or disclosure of protected health
(parent/guardian)

information (PHI).     

From: Raymond A. Kahn, M.D.

5819 Highway 6 , Sui
Missouri City, TX 774
Phone:(281) 499-630

To:   Sara B Goldstein D.O.

I specifically authorize the use and disclosure of the fol

□ Dates of Service _____________________________
□ Consult Records □ Imm
□ Laboratory Reports □ Ra
□ ADHD Reports □ Ent

I understand that the information in my record may includ
include, but are not limited to diseases such as hepatitis, syph
Acquired Immune Deficiency Syndrome (AIDS). It may also in
treatment for alcohol and drug abuse.

This information will be used for:
□ Consultation □ Co
□ Insurance □ Leg
□ Personal □ Sec
□ Other: _______________________________________

I understand that I can revoke or terminate this authorization 
except to the extent that disclosure made in good faith has a
revocation, this authorization will automatically expire six mon
information, I can contact Kym Blaze, privacy officer, at (281)

If neither federal nor Texas privacy law apply to the recipient 
pursuant to this authorization may be re-disclosed by the reci

_____________________________________________________
Signature of Patient or Legal Representative

_____________________________________________________
Relationship to Patient (If Legal Representative)

Date request completed ______________________

5819 Highway 6 , Suit
Missouri City, TX 774
Phone:(281) 499-6300
te 330 
59 
0   Fax (281) 499-7180

lowing PHI:

__________________________________________________________
unization Record

diology Reports
ire Medical Record
e information relating to sexually transmitted diseases which may
ilis, gonorrhea, the human immunodeficiency virus (HIV), and
clude information about behavioral or mental health services, and

ntinuing Care
al
ond Opinion

_________________________

by submitting a written revocation to the address listed below 
lready occurred in reliance on this consent. Without prior 
ths from this date. If I have questions about disclosure of my health 
 499-6300.

of the information, I understand that the information disclosed 
pient and no longer protected by federal or Texas privacy law.

________________________________________
Printed Name

________________________________________
Date

___ By: _________________________ 08/03/2026 12:06 PM

e 330 
59 
   Fax (281) 499-7180
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