Gilroy Family Medical Group
9460 No Name Uno Suite 115
Gilroy, CA 95020
(408) 842-3133 Fax (408) 842-2229

Smitha Kumar, M.D. Delie Sakai, M.D.

AUTHORIZATION TO RELEASE OR RECEIVE MEDICAL INFORMATION

PATIENT NAME

DATE GF BIRTH SOCIAL SECURITY # TELEPHONE NUM‘BER

| hereby aulhonze

NAME OF PHYSICIAN, MEDICAL GROUP. HOSPITAL OR OTHER HEALTH CARE PROVIDER

To turnish medical record information 10:

Name and Address

intormation to be released is limited as follows:

his authonzalion includes e HNV information _ Drug/Aicchot information . Mental Health Information
(INITIALS) [INITIALS) (INITIALS)

The recorcs e being teleased for the purpose of.

1 Conunuing Care ] lnsurance Changes ) Resicence Relocation ] Patient ACCESS | payabie in agvance for clercal services and

NOTE There is 2 $15 00 nan.retuncable tee 1
25¢ per page ‘or PANENT'S ACCESS RECCRDS

1 Other

Duration: This authorization expires on or 6 months from the date signed or revoked earlier in writing.

Additional copy: | further understand that | have arighl of receive a copy of this authonzation term epon my reguest.

Restriclions: | understand that the requestor may not further use or disclose this medical information unless another authorization is obtzined from me,
unl2ss such disclosuie 1S specilically required or permitted by law.

Dare Signature

Relanonship, if signed by other than the patient Wilness:

Copy requesied N0 C)YES  Recewed oy gnitials)




