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Release of Personal Information

I authorize KidLungs Pediatric Pulmonology, P.A. to release the following personal health information:  (Please check all that apply)



_____Lab Requests / Results



_____Medication Information



_____Radiology / Diagnostic Results

________Release this information to me only

________Release this information to me or the following family members:



Please specify name and relationship.



___________________________________________________



___________________________________________________

________________________________


        Phone #

________________________________



_________________


    Patient Name





      Date of Birth

________________________________



_________________


    Parent Name





            Date

Authorization to Release Information

I hereby authorize KidLungs Pediatric Pulmonology, P.A. to (1) release information necessary to insurance carriers regarding my child’s illness and treatments;  (2) process insurance claims generated in the course of examination or treatment;  and (3) allow a photocopy of my signature to be used to process insurance claims for the period of lifetime.  This order will remain in effect until revoked by me in writing.











____________











        Initial

