CENTRAL PAIN MANAGEMENT, P.A.

1207 Arista Dr. #103

Rockwall, TX 75032

Phone: 214-771-3535  Fax: 214-276-1708

AUTORIZATION FOR DISCLOSURE OF HEALTH INFORMATION

I hereby authorize the use or disclosure of the following individual’s health information to be released as described below.
Patient Name:________________________  Date of Birth:____/____/________   Phone: _____________________
Address:  _____________________________________________________________________________________ 
I request the following individual or organization to release the health record.
Entity’s Name:____________________________________________________  Phone:  _____________________
Address:  _____________________________________________________________________________________ 
The type and amount of information to be used or disclosed is as follows: 
Last 4 office visit notes.
Discharge summary if applicable.

History and physical examination-most current

Last 4 progress notes.

Last 4 consultation reports.

Last 2 laboratory tests.

Within last 2 years of X-Ray, MRI/CT reports.

Photographs, videotapes, digital or other images.

Other:

 I understand that the information in my health record may include information relating to: 
Sexually transmitted disease, acquired immunodeficiency syndrome (AIDS) or human immunodeficiency virus (HIV).   Behavioral or mental health services and treatment for alcohol and drug abuse.
The information as listed about may be disclosed to and used by Dr. Erin Z. Silav for the purpose of Pain Management Treatment.
I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke this authorization, I must do so in writing and present my written revocation to the medical records department.  I understand that the revocation will not apply to my insurance company when the law provides my insurer the right to contest a claim under my policy.  Unless otherwise revoked, this authorization will expire 6 months from my signature.  
The facility, its employees, officers, and physicians are hereby released from any legal responsibility or liability for disclosure of the above information to the extent indicated and authorized herein.

Signature of patient or legal representative ____________________________________  
Date  ___________

Signature of witness _______________________________________________________
Date  ___________
