Patient Record of Disclosure

NAME OF PATIENT OR INDIVIDUAL

Last First Middie

OTHER NAME(S) USED

DATE OF BIRTH Month

Day Year
ADDRESS
CITY STATE ZIP
PHONE () ALT.PHONE ()

EMAIL ADDRESS (Optional)

| wish to be contacted in the following manner (check all that apply)

—_Home phone number

—Cell phone number Written Communication

@ok to leave message with detailed info ok to mail to my home address

Bfleave message with call back number only ok to mail to work/office

Bok to fax to this number
—_Work Telephone

@ok 10 leave message with detailed info

@[eave message with call back number only

| AUTHORIZE THE FOLLOWING T 0 DISCLOSE THE INDIVIDUAL’S PROTECTED HEALTH
INFORMATION:

Person/Organization Name Terre Haute Internal Medicine
Address 420 East Hospital Lane

City Terre Haute State /N Zip Code 47802

Phone (8 12)238-0958 Fax (812) 238-0960



WHO CcaN RECEIVE AND USE THE HEALTH INFORMATION?

Person Name ——
Phone ( .

Person Namoe

Phone (_ ) |
Phone ( ).

Person Ng me__ ———
Phone (__\)__

WHAT INFOP\IVIATION CAN

ete the following by indicating those
items thay you want disclosed, The Signature of 4 minor patient js required for the release of
SOme of these items. i all he ased, then check only the first box.

B Al health inform ation listory/Physica Exam [ Pas
Resultsf) Physician's Ordersti

ity Past/Present Medicationg @Lab
ergiesfl Operation Reportsfi# Consul'tatilon Reports
e Summaryﬁ Diagnogtic Test Reports@g EKG/Cardlology
B4 Billing Information Ej Radiology Reports & Images
———

— Progr_gss Notes _ Discharg

Heporlsﬁi:-?, Pathology Reports'|
Otner

*Guired to release the ¢

Ollowing informatiorw:
ental Heaith Records (excludi

: . PSYehotherapy nofes) EE R Genetic Information
(including Genetig Test Resylts)f #10rug, Alcohol, or Substance Abyse Records
S HIV/AIDS Test Resul'ts/Trea‘l'men't

EFFECTJVE TIME P
death of the individua ot

g my ing O revoke thig authorization o the Person or
under "wio CAN RECEIVE AND Us
actions taken in reliance on this
health in'forn“.a'l'ion will not be afiected.

Organization named
! Understand that prior
ermission to access my

SlGNA'I’URE
X .

— ~-—---s--~\~—---\—-—-—‘ ‘\-—*\ — .
Sagna'{'ure of Individ () or Individua!’s Legally Authiorizeq Repressenfa'ﬂve

._~.--——_.~~_.-\\\

T —————— —



Patieny Namge: .

e — o, Mt LIPS

Race: Please Circle one of the ‘I‘ollowing _

Higpamiy Black or African American White American Indian/Alaska ng Live

Asign Malive Mawaiipn Other Pacific islander Other Refuse to report

Ethni

MCity: Piaage circle one of the 'Fol!owing

Hispanic Or Latin Non Hispanic Refuse to report

= Please cirele orie of the ‘Following

Bl Spanigh Russian mdi.‘;nn-mr:luding Hindi&Tamit Other



Authorization for Release of Information

equested by my insurance
l'authorize the release and or obtain
nal sources such as hospitals,

Physicians, Pharmacies and etc,
Authorization to send Information to Pharmacy

I hereby authorize Dr, Pardeep Kumar, MD and/or Dr, Tej

aswini Kumar, MD to send any confidential
information to the pharmacy

of my choosing.
Authorization to Obtain Information From Pharmacy -

F'hereby authorize Dr. Pardeep Kumar, MD and/or Dr, Tejaswini Kumar, MD to obtain and view my

prescription history from external sources,

Authorization for Treatment

I hereby authorize Dr, Pardeep Kumar, MD or Dr. Tejaswini Kumar

» MD to treat me for
any medical issues

Assignment of Benefits

does not pay 100% of the medical charges.

Signature

—_—

Date



