
o 
o 
o
o 

Medical Records Request Form 

FULL NAME: ____________ _ Date of Birth: 

Address: ·------------------------------

----------

I hereby authorize ___________________________ _ 

(Fadllty or covered entity) 

To disclose medlcal records information with all labs and imaging and/or protected health Information of the patient llsted above to: 

Name: Lone Star NeurolOIY Providers 

Address: 5375 Colt Road, Suite 130, Frisco, TX 75035 {all records go to main office only) 

Phone#: 214-619-1910 Fax#: 214-619-1914 

Records Requested: ____________________________ _ 

Imaging Results 

Labwork 

Consult Notes 

Discharge Summary 

__ I iltknciwledse, and hereby c:onsent to suc::h, that the released infcinnation mily ccintain ilkcihcil, drug abuse, psydiiiltric, HIV initials testing, HIV results or AIDS 

Information. 

If this authorlzatlcin Is for dlsclcisure of genetic:: Information, please describe ___________ _ 

Expiraticin: This iluthorizaticin will not expire, unless as prcn,ided Cltherwise upcin the Elcpiraticin Date or event 1iven here: ____________ _ 

I understand that I may revoke this authorization at any time In wrlttng, but 1f I do, It wlll not have any effect on any actions taken prior to cllnlc receiving the 

revocation. Further details may be found In the Notk:e of Prtvac::y Practlc::es. 

If the requestor or rec::eiver is not a health pliln or health c.ire provider, the released information may no l onaer be protected by federal privac::y reaulations and mily 

be dlsdosed. 

I understand that treatment and payment are not a c::ondltion of sl1111fng this authorization. I may receive a copy of this form after I have signed It. 

I have re;id the above ilnd authorize the disc::lcisure of the protected health information as stated. 

Date Signature of Patient/Parent/Representative Relationship to Patient 





