Lake Obstetrics and Gynecology, Inc
Authorization to Release Medical Information

Patient Name (Print) Social Security Number Patient DOB

| authorize Lake Obstetrics and Gynecology, Inc to release my health information as described below:

O Entire Medical Record
or

O Only the following information:
____Problem List
____Medication List
____Allergy List
____Immunization Records
____Hospital Discharge Summaries
____Lab Results - If requesting certain dates, please list here:
____Imaging Reports - If requesting certain dates, please list here:
____ER Reports - If requesting certain dates, please list here:
____History and Physicals
____Operative Reports - If requesting certain dates, please list here:
____Demographics
____Other - Please Describe:

Purpose for Disclosure: ["]Continuity of Care [] Legal/Attorney []Personal Use [] Other:

Please initial each item below:

I understand the information in my health record may include information relating to: Sexually Transmitted Diseases (STD),
Acquired Immunodeficiency Syndrome (AIDS), Human Immunodeficiency Virus (HIV), Abortions and Genetic Testing. It may also
include information regarding behavioral/mental health services and treatment for drug/alcohol abuse.

| understand that once the above information is released, it may be re-disclosed by the recipient and may not be protected by
federal privacy laws or regulations.

I understand | have a right to revoke this authorization at any time. | understand that if | revoke this authorization, | must do so
in writing and present it to the practice. | understand the revocation will not apply to information that has already been released in
response to this authorization. | understand the revocation will not apply to my insurance company when the law provides my

insurer with the right to contest a claim under my policy.

| understand that authorizing the release of this information is voluntary and that | am not required to sign this form to receive
treatment.

Please release the above information to following individual/organization:

Name: Phone:

Address: Fax:

This authorization will expire twelve (12) months from the date on which it was signed.

Patient Signature/Legal Representative* Date

*Relationship to patient: O Parent/Legal Guardian L other:

Revised/Updated: 09/2025



