TOLIA PEDIATRIC GI CENTER P.C.
______________________________________________________________________________

(Patient Name)








(Phone Number)

_____________________________________________________________________________________________

(Address)



(City)


(State)


(Zip Code)

_____________________________________________________________________________________________


(Birth Date)



(Social Security Number)


(Medical Record No.)

I hereby authorize_______________________________________________________________________________






(Doctor or Facility)



_______________________________________________________________________________






(Address)



_______________________________________________________________________________



 (City)


(State)





(Zip Code)

its Director or Designee, or Health Information Management/Medical Records Department, to release protected health information, including alcohol and drug abuse records protected under the regulations in Title 42 Code of Federal Regulations, Part 2, if any; behavioral medicine services records, if any, including communications made by me to a social worker or psychologist; and any information regarding communicable diseases and infections as defined by MCLA 333.5131, if any, which includes venereal disease, tuberculosis, HIV, AIDS, and ARC, to individuals or organizations listed below, only under the conditions listed below.

Release Information to: 
Vasundhara Tolia, MBBS
                                    30055 Northwestern Hwy.
Suite # A-240
                                    Farmington Hills, MI 48334
Phone:  (248) 737-8793 FAX 248-865-0034
_____________________________________________________________________________________________

Please Specify:
(  Complete Medical Record



(   Records Pertaining to: ________________________________________________________

Purpose: ( Continuum of Health Care           (Other:  ________________________________________






I understand that my protected health information disclosed under this Authorization may be subject to redisclosure by the individual or organization named above and its privacy will no longer be protected by the law.   This authorization can be revoked, in writing, at any time except to the extent that information has already been released or disclosed.  Any authorization for the release or disclosure of drug and alcohol abuse records shall end when the purpose for the release has been achieved.  Treatment or payment will not be conditioned based upon this authorization or revocation of authorization unless otherwise allowed by law.
This authorization will expire automatically when the purpose for the release or disclosure has been achieved or upon 90 days after the date below, whichever is later.

SIGNATURE OF PATIENT _______________________________________DATE_________________________

(Or Parent/Guardian/Authorized Representative)*

RELATIONSHIP TO PATIENT __________________________________________________________________

SIGNATURE OF WITNESS _______________________________________DATE_________________________







