HIGHLAND PARK OB-GYN ASSOCIATES, LTD.
60 Revere Drive, Suite 750
Northbrook, IL 60062

Steven I. Valfer, M.D. Telephone 847 272-7777
Regan A. Valfer, M.D. Fax 847 272-7709

Authorization Form for Release of Confidential Health Information

L , hereby authorize

Phone: Fax:

to release to:
Highland Park OBGYN Associates, Ltd.
60 Revere Drive, Suite 750
Northbrook, IL 60062

the following information contained in the patient record of

, date of birth .

Residing at:

>

0 The entire medical record, excluding mental health treatment, alcoholism
treatment, drug abuse treatment, and HIV/Acquired Immune Deficiency
Syndrome (AIDS) records

Mental health treatment records

Alcoholism treatment records

Drug abuse treatment records

HIV/Acquired Immune Deficiency Syndrome (AIDS) records
Laboratory reports

X-ray reports

Operative reports

Other

@0 68 688 B0 B8

The information for the following period of time shall be released:
From to
(Date) (Date)

Purpose of authorization:




Authorization Form for Release of Confidential Health Information

Page Two

I'understand that I have the right to inspect and copy the information I have authorized to
be disclosed by this authorization. In the event I refuse to authorize the release of the
information noted on the previous page, I understand that it will not be disclosed, except
as provided by law.

[ understand that the practice may not condition treatment on whether I si gn this
authorization, except when the provision of health care is solely for the purpose of
creating protected health information for disclosure to a third party.

[ understand that information used or disclosed pursuant to this authorization may be
subject to redisclosure by the recipient and may no longer be protected by law.

[ understand that this authorization is valid until it expires, unless revoked before that
date.

I understand that I may revoke this authorization at any time by giving written notice to
the physician of my desire to dos so. I also understand that I will not be able to revoke
this authorization in cases where the physician has already relied on it to use or disclose
health information. Written revocation must be sent to the physician’s office. Absent
such written revocation, this Authorization for Release of Confidential Health
Information will terminate on

Signed: Date:

If you are not the patient please specify your relationship to the patient:




