Stephen Farmer MD

3001A Airport Frwy

Bedford, Texas 76021

(817)571-6863   fax (817)540-5775
Authorization to Release Healthcare Information
Patient’s Name:____________________________ DOB:________ Phone#: _______________
I authorize Stephen Farmer MD to release healthcare information of the patient named above from:

Name: ________________________________________________ Office#: ________________
Address: _______________________________________________Fax#____________________
City: _____________________________ State: _________________ Zip: ______________
This request and authorization applies to: 

· Healthcare information relating to the following treatment, condition or dates:

· All Healthcare information
Reason for release: ____________________________________________________________________________

This authorization expires in ninety days after it is signed, and that I may revoke it, in writing at anytime by sending written notification.  

_______________________________________________________________         _______            

Signature of Patient or Personal Representative


             date

_______________________________________________________________

Name of Patient or Personal Representative

_______________________________________________________________

Description of Personal Representative

