BARKER'S CARDIOVASCULAR CENTER, LLC
RELEASE OF INFORMATION
AUTHORIZATION / REQ!.HS!T}ON FORM (Circie One)

Section A: This section to be completed by the patient , . -
Patient Name: Medxcal Record#

) Social Security# :
AIRIESS Date of Birth:
Facility Name:
RELEASING Address:
Facility City/State/Zip:
Phone #:
Requestor,
REQUESTING Name: BARKER'S CARDIOVASCULAR CENTER, LLC
Facility or Address: 4212 WEST CONGRESS, SUITE 1800A
Individual City/State/Zip: LAFAYETTE, LA 70506
Phone #: 337-981-7677
Date(s) of Service:
List specific HAnesthesia WDischarge Summary Uimaging Reports QOrders JJAl records
description of O Biliing Records | UEKG's DLab?rat?w QOutpatient QoOther
< . auBs2 UEmergency UMedication UPathology a
'nhf;;:g:g;f’ be | emized Bils | OFace Sheet ONursing OProgress Notes a

OConsultation OHistory & Physical DSurgerylProoedure UAccounting of Dis. [}
Sectlon B ThlS sectlon to be used for providers own dzsclosure purposes ' , '
Purpose of Disclosure:

Will Physician receive financial or "in-kind" compensation for the use/disclosure DYes CINo
of information described above?

Section C: Must be completed by the pat:ent for all aouthonzatfons . , '
The patlent or the patient’s representative must read and complete the mformatlon in thrs sect;on
1. 1 understand that the persons herby authorized to use/disclose information will not condition treatment or
payment on my providing this authorization.
2. I understand that this authorization will expire on / /
3. lunderstand that | may revoke this authorization at any time by notifying the Physician's office in writing, except
to the extent the Physicians office has already taken action in reliance on the previous authorization.
4. |understand that | may see the information described on this form if | ask to see it and I understand that | will
receive a copy of this form after | sign it
5. 1understand that if my records contain sensitive information that | may need to have my physician authorize the
use or disclosure of it.
6. | understand that | may refuse to sign this authorization and in doing so, understand the refusal to sign this
authorization will not affect my treatment.
I herby authorize the use or disclosure of my individually identifiable health information as described above. | understand that this authorization
is voluntary. | understand that this authorization also applies to records about me containing information about HIV, AIDS, venereal disease, or
mental disorders. In accordance with federal regulation 42 CFR pari2: | also understand that the release of any and all alcohol and/or drug
abuse treatment that such information cannot be release without my specific authorization, except in special circumstances. Therapists notes
related to mental disorders wilf also require a specific authorization. | understand that if the organization authorized to receive the information is
not a health plan or health care provider covered by federal privacy regulation, the release information may no longer be protected by federal
privacy regulations.

(Signature of Patient or Patient's representative) (Date)

(If patient representative, please print name above)




