
Renal Specialists of Houston, PA 
AUTHORIZATION FOR RELEASE OF CONFIDENTIAL 

MEDICAL RECORDS 
 

Name:______________________________________________________________________ 
                         Last                                     First                                          Middle 
 
Address:____________________________________________________________________ 
 
DOB:_____/_____/_____                                              Social Security Number:____/____/____ 
 
I hereby authorize Renal Specialists of Houston, PA to send & receive records from /to the  
following: (Please include all doctors & family members you would like us to release medical  
information to) 
 
____________________                                                 ____________________ 
____________________                                                 ____________________ 
____________________                                                 ____________________ 
 
I hereby authorize the release of information, including, if applicable, specific lab results of HIV 
infection, (the causative agent of AIDS), or the diagnosis of Acquired Immune Deficiency 
Syndrome(AIDS) or related conditions. 
 
_____Complete medical records (Do not check items below if this section is checked) 
_____Discharge Summary     _____Lab Tests            _____X-Ray Reports   _____H & P 
_____Consultation Report     _____Progress Notes    _____Other_______________________ 
 
For the purpose of continued clinical care. 
 
I understand that I may withdraw this authorization at any time but must do so in writing.  The 
above information will not be given, sold or transferred in any way related to any other person 
not specified on this consent form without first obtaining your additional consent. 
 
_______________________________                         ________________________________ 
(Signature of Patient)                                                     (Signature of Parent, Guardian, Relative) 
 
_______________________________                         ________________________________ 
(Date)                                                                             (Relationship) 
 
 
 
 
 
 
 
 
 
 
 
 
 
RSOH Pt Release of Information Consent ver 1 102012 
 



Renal Specialists of Houston, PA 
 
Patient consent to the use and disclosure of Health Information for treatment and payment of  

Healthcare Operations 
 

 
I,____________________________________ understand that as part of my healthcare, Renal 
Specialists of Houston, PA, originates & maintains paper and/or electronic records describing 
my health history, symptoms, examinations and test results, diagnosis, treatment and many 
plans for future care and treatment.  I understand that this information serves as: 
 

 A basis for planning my care and treatment 
 A means of communication among the many health professionals contributing to  

my care 
 A source of information for applying my diagnosis & surgical information to my bill 
 A means by which a third-party can verify that services billed were provided and 
 A tool for routine healthcare operations such as assessing quality & reviewing the 

competence of Healthcare professionals. 
 
I understand and have been provided with a Notice of Information Practices that provides a 
more complete description of information uses & disclosures.  I understand that I have the 
following rights and privileges: 
 

 The right to review the notice prior to signing this consent 
 The right to object to the use of my health information for directory purposes, and 
 The right to request restrictions as to how my health information may be used or 

disclosed to carry out treatment, payment or healthcare operations. 
 
I wish to have the following restrictions to the use of disclosure of my health records: 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
 
 
I understand that as part of this organization’s treatment, payment or healthcare operations, it 
may become necessary to disclose my protected health information to another entity and I 
consent to such disclosure for these permitted uses including disclosure via fax, email, and/or 
any other electronic means of submission. 
 
I fully understand and      accept                  decline                        the terms of this consent 
 
______________________________________                            ________________________ 
  Patient’s Name                                                                                 Date 
 
 
_____________________________________                             ________________________ 
  Legal Representative                                                                    Relation to Patient 
 

 

 

RSOH Pt Release of Information Consent ver 1 102012 


	Address: 
	DOB: 
	Social Security Number: 
	information to 1: 
	information to 2: 
	information to 3: 
	1: 
	2: 
	3: 
	Other: 
	Date: 
	Relationship: 
	I wish to have the following restrictions to the use of disclosure of my health records 1: 
	I wish to have the following restrictions to the use of disclosure of my health records 2: 
	I wish to have the following restrictions to the use of disclosure of my health records 3: 
	I wish to have the following restrictions to the use of disclosure of my health records 4: 
	Date_2: 
	Legal Representative: 
	Relation to Patient: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Name: 


