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Authorization for Release of Medical Information

to Good Faith Medical, PA from Another Provider or Facility

Patient Name:
________________________________________  DOB: __________    SSN: ____________    


Last, First Middle (include maiden or former name if applicable)
I hereby authorize and request:

1)  Name of Provider or Facility:  _______________________________________________________

   Phone: _____________________  Fax: ____________________  Faxed on: 1)________    2)________  
   Comments: _________________________________________________________________________
2)  Name of Provider or Facility:  _______________________________________________________

   Phone: _____________________  Fax: ____________________  Faxed on: 1)________    2)________  

   Comments: _________________________________________________________________________
3)  Name of Provider or Facility:  _______________________________________________________

   Phone: _____________________  Fax: ____________________  Faxed on: 1)________    2)________  

   Comments: _________________________________________________________________________

To send ALL available medical records (unless specified below) over period of: _________________

___ Hospital discharge summary: ________________________________


___ Hospital progress notes: ___________________________________



___ Outpatient notes: _________________________________________



___ Consultant reports: ________________________________________


___ Immunization records: _____________________________________


___ Imaging reports (all or the following): __________________________



___ Laboratory results (all or the following): ________________________



___ EKG     ___ Stress Test     ___ Echo     ___ Cardiac Cath     ___ PFT


___ MMG    ___ Pap     ___ Pelvic     ___ CBE      ___ DRE     ___ PSA




___ Other:  __________________________________________________


To Good Faith Medical, PA for the purpose of continuity and coordination of medical care.  

Please forward copies of the requested records by fax (preferred) or mail to:


Hector Edwin Tamayo, MD 

Good Faith Medical, PA





Phone:
       210.521.6328

10350 Whip O Will Way





Fax: 
       210.521.6329

Helotes, TX 78023
I understand that I have the right to revoke this authorization at any time by sending written notice to the provider or facility listed above. This authorization will automatically expire 90 days from the date signed below. I understand the information released above may contain information regarding the assessment, diagnosis and treatment of HIV, AIDS, and alcohol or other substance abuse.  This authorization releases the sender from all legal responsibility or liability that may result from the release of my medical records.  This information may also be subject to redisclosure by the recipient in accordance with the guidelines contained in the “Notice of Privacy Policies and Practices for Good Faith Medical, PA.” 
________________________________
__________
___________________________
___________________

Signature of Patient (or Representative)
Date

(Printed Name of Representative) 
(Relationship to Patient)

























