W. Daniel Zant, Jr. MD, PC
1820 Bethany Rd, Madison, GA 30650

Phone:  (706) 342-1555      Fax:  (877)233-2091


	
Section A:  This Section must be completed for all Authorizations

	Patient Name:


	Birth Date:
	Medical Record Number:

	I hereby authorize W. Daniel Zant, Jr. MD, PC, 1820 Bethany Rd, Madison GA  30650 to disclose/obtain the above-named individual’s health information as described below:

	Descriptions
	Date(s)/Type
	Description
	Date(s)/Type
	Description
	Date(s)/Type

	All PHI in medical record

ER Record

Face Sheet

Financial Forms
Itemized Bill
	
	History and Physical

Discharge Summary

Physician’s Orders

Progress Notes

Consultations
	
	Laboratory Reports

Radiology Reports

Therapy

Medication Sheets

Radiology film/CD
	

	Obtain Records From: (YOU MUST COMPLETE ALL CONTACT INFORMATION FOR EACH DR./HOSPITAL BEFORE RETURNING FORM TO ENSURE TIMELY RECORDS RETRIVAL)!!!

DR. NAME:__________________________________________________________

ADDRESS:__________________________________________________________

OFFICE:_____________________________________________________________

FAX:________________________________________________________________

	I understand that the information in my health record may include information relating to communicable disease, Acquired Immunodeficiency Syndrome (AIDS), or Human Immunodeficiency Virus (HIV), HIV testing, behavioral or mental health, alcohol/drug abuse or any such related information.

	The information selected above may be disclosed to and used by the following recipient(s):


	Description of the purpose for the use and/or disclosure

	Personal Use

Continuing Care

Consultation
	Legal Purposes

Social Security/Disability

Taxes
	Insurance

Changing Physicians

Other (please describe):


	This authorization will expire 90 days from the date of the authorization unless noted below:
Date of Expiration: __________________________________          Event: _____________________

	I understand that I may refuse to sign this authorization and that it is strictly voluntary.  My treatment, payment, enrollment or eligibility for benefits may not be conditioned on signing this authorization.  I may revoke this authorization at any time in writing, but if I do, it will not have any affect on any actions taken prior to receiving the revocation.  The revocation must be signed and dated with a date that is later than the date on this authorization.  If the requester or receiver is not a health plan or health care provider, the released information may no longer be protected by federal privacy regulations and may be re-disclosed.  I understand that I may see and obtain a copy of the information described on this form, but that I might be charged a reasonable processing fee.  I will be made aware up front of any associated fees.  I also understand that I may request a copy of this form after I have signed it. For more information, please call the Office Manager at (706) 342-1555.


By signing below, I acknowledge that I have read and understand this Authorization
Signature of Patient or Patient’s Representative*
Date

*Patient’s Personal Representatives must provide a copy or proof of personal representative status

Printed Name of Patient or Personal Representative
Relationship to Patient
ID verified by W. Daniel Zant, Jr, MD, PC Staff





.

Obtain Records From:
DR. NAME:__________________________________________________________

ADDRESS:__________________________________________________________

OFFICE:_____________________________________________________________

FAX:________________________________________________________________

Obtain Records From:
DR. NAME:__________________________________________________________

ADDRESS:__________________________________________________________

OFFICE:_____________________________________________________________

FAX:________________________________________________________________

Obtain Records From:
DR. NAME:__________________________________________________________

ADDRESS:__________________________________________________________

OFFICE:_____________________________________________________________

FAX:________________________________________________________________

Obtain Records From:
DR. NAME:__________________________________________________________

ADDRESS:__________________________________________________________

OFFICE:_____________________________________________________________

FAX:________________________________________________________________

Obtain Records From:
DR. NAME:__________________________________________________________

ADDRESS:__________________________________________________________

OFFICE:_____________________________________________________________

FAX:________________________________________________________________
Authorization for Release of Patient Information












Date Request Filled________By_____________________________

Fee Collected:___________________

