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AUTHORIZATION FOR USE OF  
DISCLOSURE OF MEDICAL INFORMATION 

atient name: _________________________________________ 
  Last   First   Middle 

ate of Birth: ___/___/_____ 

I authorize To disclose to 
� Marin Gastroenterology 
� Other per/Organization 
 
 

Person/Organization to Receive Information 
 

dress Address 

y, State and Zip Code City, State and Zip Code 

ates to be included in this release: 
� No date restriction/all dates of service  
� From ____________ to ____________ 

� Mark this box to authorize the exchange of information and 
documents between the persons/organizations for the purpose 
stipulated in this document. 

e information to be released or used includes: 
� Discharge Summary 
� Test results 
� History and Physical 
� Operative Report 
� Complete Medical Record 

� Endoscopy Report 
� Colonoscopy Report 
� Pathology 
� Other ________________ 
________________________

is information will be used for (check all that apply) 
� Patient Care � Personal � Insurance Claim 

and/or Legal Claim 
� Other (Explain)    
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I understand: 
 

• I may refuse to sign this authorization. Treatment, payment, 
enrollment or eligibility for benefits will not be conditioned on my 
providing or refusing to provide this authorization. 

• I may inspect or obtain a copy of the medical information 
covered by this authorization. 

• I understand that may be a fee to obtain copies of medical 
records except when copies are sent directly to a physician or 
health care provider due to a referral from Marin 
Gastroenterology. 

• I may revoke the authorization at any time.  My revocation must 
be in writing, signed by me or on my behalf and delivered or 
faxed to Marin Gastroenterology.  My revocation will be 
effective upon receipt, except where use or disclosure has 
already occurred in accordance with this authorization. 

• I have a right to receive a copy of this authorization upon my 
request. 

• I disclosure of the health information is to someone who is not 
legally required to keep it confidential, it may be redisclosed 
and may no longer be protected.  California law prohibits 
recipients of your health information from redisclosing such 
information except with your written authorization or as 
specifically required or permitted by law. 

 
Signature: _______________________________ Date: _________ 
  Patient or Personal Representative (Parent/Legal Guardian) 
 

Print Name:__________________________ Phone #: _________  
 
Address: ______________________________________________ 
  Street name and number  City  State  Zip Code 

 
If Personal Representative, state relationship: __________________ 
 
 
For Office Use Only: 
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