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Authoriz*tion to Release Infornratiocl

Patient F{arne:

Date of Elrth:

Please inltialthe inforrnation that you authorlze the office of A.!iison Win, MD, LLC inciuding ail

physicians from tlie office arrd/or the staff to release to person{s} listec belcv;:

All medicai lnformation

Silling lnformatlon

Appoiniment Date/Ti rn e

Cthers

1. I autl"rorlze the above inforrnation to be release io {family {Mernbers, Doctors, and

i-awyers, except as allowed by Law).

2. lf NONE, l-eave blank and sign below:'

hlarne:

Narne:

Name:

Relationship:

Relationshio: I

This ar,:thorization is subject to written revocation by the undersigned at any time beiween novd

and the dlsclosure of inforrnation by the disclosure party. Written revocation will be effecilve
upon receipt but wiil not be effective to the extent that the offlce of Ailisan Win, MD, LLC

including all physicians frorn the office and/or the staff have acted in reiiance L.ipon thls
Authorization.

I understand that the Office of Allison Win, MD, i-l-C iracluding all physicians fronn the cffice andT'or
the staff may not lawfr.illy disclose any health inforrnation io others unNess ansther wriiten
authorization is obtainred from rne or unless disclosure is specificaily required on penmitied by
law.

Signed:

Reiationship:

Date:

Relationship if other than Patient:


