AUTHORIZATION TO RELEASE MEDICAL RECORDS
Please Print

Patient Name: ________________________  Any other Names Used: _______________________

Address: __________________________________________________________________________

DOB: ______/______/______  SS #: ______-______-______ Phone #: ________________________

Physician/Facility to Release Records:                         Please Send Records To: 
Name: ___________________________________
      Dr Walid Saleh

Address: __________________________________       Sher Institute for Reproductive Medicine 

City, State, ZIP: ____________________________       7777 Forest Ln, Ste. C638, Dallas, TX 75230
Phone #: __________________________________      (972) 566-6686 Office, (972) 566-6670fax

Fax #: ____________________________________

I hereby authorize and request the release of the following medical records (please check all that apply) during the time period of _____________________ of _____________________:

______ Progress Notes (Including H&P)

______ Operative Reports

______ Labs





______ Radiology/Diagnostic Imaging Reports

______ Other (Specify ________________)
______ Results of HIV Testing

The purpose for the release of medical records is (please check one):

______ Continued Patient Care


______ Other (Specify ____________________________)

I understand that the information released is for the specific purpose stated above. Any other use of this information without the written authorization of the patient is prohibited. I further understand that I may revoke this authorization in writing at any time, except to the extent that action has been taken in reliance on it. This authorization will expire ninety (90) days after the date of my signature unless otherwise specified. A copy or facsimile of the authorization shall have the same force and effect as an original.

_____________________________________________
  _________________________________

   Signature of Patient or Authorized Legal Representative             Relationship to Patient
______________________________________________________
   ________________________________________

   Witness






       Date

	HIV/AIDS:  I consent to the release of any positive or negative test for AIDS or HIV infection, antibodies to AIDS or infection with any other causative agent of AIDS with the rest of my medical records.

	Initial:  _________________________            Date: _________________________


