
Northwest Houston Neurology, PA 
455 School Street Suite 20 

Tomball, TX 77375 
Phone 281-357-5678  Fax 281-357-8765 

Authorization to Release Protected Health Information 

I hereby authorize the use or disclosure of information from the medical record of: 

Patient Name ________________________________________________              Date of Birth ______________________________ 

A separate release form is required for each entity and/or request. This form must be filled out completely.  
  

_____    I authorize the above named organization to RELEASE my medical records to:  

  OR 

_____    I authorize the above named organization to RECEIVE records from:  

_________________________________________________________________ 
Person or Organization 
 
_________________________________________________________________________________ 
Address 

 
_________________________________________________________________________________ 
Phone        Fax (if applicable) 
 

This information is being released for the following purposes: 
(    ) Continued Care   (    ) Attorney / Litigation   (    ) Insurance   (    ) Disability    (    ) Other _________________________________ 
 
INFORMATION TO BE RELEASED:  (Please do not release the entire medical record to NWHN. Only send what is requested) 
 
_____ Clinicals / Office Visit Notes  _____ Billing Records _____ Radiology Reports 
_____ Diagnostics / Labs _____ Sleep Study Reports _____ EEG or Video EEG 
_____ EMG Report _____ Other 
   

 

 I understand that the information released is for the specific purpose stated above.  Any other use of this information without the written consent of the 

patient is prohibited. 

 I understand that the information in my health record may include information relating to sexually transmitted disease, AIDS or HIV; behavioral or mental 
health services, and treatment for alcohol and drug abuse. 
 

 I understand that I have a right to revoke this authorization at any time in writing and will present my written revocation to the individual or organization 
releasing information.  I understand that the revocation will not apply to information already released in response to this authorization.  This authorization 
expires 180 days from the date of my signature unless specified in writing here: _______________________________ 
 

 I understand that authorizing the disclosure of this health information is voluntary.  I can refuse to sign this authorization.  I need not sign this form in 

order to ensure treatment.  I understand that I may inspect or copy the information to be used or disclosed, as provided in CFR 164.524.  I understand that 

any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal 

confidentiality rules.   

 To the party receiving this information: This information has been disclosed to you from records whose confidentiality may be protected by federal law. If 
so, federal regulations (42 CFR Part 2) prohibits you from making any further disclosure of it without specific written consent of the person to whom it 
pertains, or as otherwise permitted by such regulations.  

 

_____________________________________________________  _____________________________________ ____________________ 
Signature of Patient or Legal Representative   Print Name     Date 

 
___________________________________________   _______________________________________________ 
Relationship to Patient (If Legal Representative)               Patient or Legally Authorized Rep. Driver’s License / ID#  
 
_____________________________________________________ 
Witness – Printed Name and Signature 


