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 PATIENT AUTHORIZATION FOR CONTACT & DISCLOSURE OF PROTECTED HEALTH INFORMATION

Patient Name _____________________________________   Date of Birth __________​​​​​​​​​​​​​​​__________
THIS FORM INSTRUCTS US WHO ELSE SHOULD GET YOUR MEDICAL INFORMATION. YOUR DOCTORS ARE ALWAYS INFORMED, SO DO NOT LIST THEM.
1. I authorize Texas Medical & Surgical Associates  to disclose my protected health information to: 
______  Family member(s) (List):_________________________________________________
______  Non-family member(s) (List): _____________________________________________
______  Myself only

2. I authorize the practice to disclose only the following protected health information to  the individual(s) listed above:

______  Test results, reports, and general health updates

______  Nothing beyond general health questions & updates

3. I may be contacted with medical information by: 
e-mail: __________________________________________________________________
_____ Please send a detailed message to my e-mail address.

_____ Please send a message that only includes a call-back number and name at the doctor’s office.     
Home: _____________________________      Cell: _____________________________

______ Please leave a detailed message on my answering machine/ voice mail
______ Please leave information with any of the individuals listed above.

______ Please leave a message with only call-back information with either an individual or on 
             my answering machine / voice mail. Call back information will include doctor’s name 
             and staff member’s name.

Work: _____________________________
______ Please leave a detailed message on the answering machine / voice mail.

______ Please leave a message with only call-back information on the answering machine / 
             voice mail.  Call back information will include doctor’s name and staff member’s 

             name.
Expiration or termination of authorization – This authorization will remain in effect until terminated by patient, patient’s personal representative, or another individual of legal entity authorized to do so by court order or law.
Right to revoke or terminate – As stated in our Notice of Privacy Practices, you have the right to revoke or terminate this authorization by submitting a written request to our Privacy Manager.

__________________________________                                    _______________________
Patient Signature                                                                             Date
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