This form needs to ba filed cut i a family member or friend ware t call the office on your bahalf - with this form Glled
ol Or. Regupalhi & staff have been ghven your pemission bo spaak with fem. If you would prafer Dr. Ragupathi &
steff only speak with you please check the box that is provided end sign whare your signature is required

Authorization For Release Of nformation

(Authorization of nformation to famdly wewber / close frisnd)

I hereby Authorize Pr, Kuppusamy) Ragupathl § staff to disclose my bndividually
cdentifinble health lnformaation as described below, Dnoluding but not Limdted to
bnformation concerning commnnicable disenses such as Human tnsdeficiency
Virus ("Hiv®) and Acquired inumeons bgf’:.c.[cr.u:.ﬂ Sywndrorat (AIBS), chenaical or
eleshal HEPEMEMH, lﬂb:ur.ﬂtprg sk pesulbs wardical hI.s.t.wH, trentatint, o Hndd sueh
related Daforvation. | waderstand that the reclplont authorized to receive tine
Lnforvantion is ot 8 health plaw or healtheare provider, and released lnformation may
wo langer be protected by federal and state privacy regulations.

Print Patisnt Mame Bate of Birkh Soelal Security #

peseription of bnforvation to be released: (check all that apply) : ALL
ol PhHELﬁ{-ﬂ we Oreler — Comsultotion Reports ____ Progréss MNokes
— Advaission Recorils  _ Operative Reports

— Pischarge Summary ___ Radiology Reports ___ Billing recordis

The health baforvation deseribed herebe shall be relzased s

LTS Address City State Zip

Phane wiamber Rzlatisnship to patignt
R

O ©o NOT relense my medical information to any family mendber or frignd,
Mo one will be calling the office on my behalf other thaw mpself

| wnderstand that this authorization will expire 180 days frow the date of this
authorization unless stherwise specified: _ whichever peours first

| further wunderstamnd that | may revoke this autherization at fny twe by netifying
Br. Kuppusdiyd RAaupathl i writing to 16072 Rock Pralrie ol Ste 200 05, TX
FFE45. | Alse wnderstand that the writtew revocation must be dated with a ate that is
Later thaw the doke on this Authorization and signed. The revocation will net affect
iy fotions taken before the receipt of the writtew revocation.

Sigwnature of Patlent Date

bate of Explration: Office Persommel Initials:




