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Supna Healthcare Solutions
Release of Patient Information Services
AUTHORIZATION TO USE OR DISCLOSE HEALTH INFORMATION
ALL FIELDS MUST BE FILLED OUT COMPLETELY
Incomplete and/or incorrectly filled forms can result in delays or denial of request

Patient Name____________________________________ Phone Number (                  )                         -
First Last
Date of Birth (MM/DD/YY) / / Social Security Number -            -
I authorize the use or disclosure of the above named individual’s health information as described below.
This authorizes Supna Healthcare Solutions to provide a copy, summary, or narrative of my medical records (as indicated by the
check marks below) or otherwise release confidential information.
 Complete Record Records for following dates: to _________________
 Other:  ________________________________________________________________________________________

Medical records Doctors name: _________________    Clinic: Gordon Spine and Brain Associates
Should be copied from Address (street name and/or city will do)     Tyler, Texas
Medical records should be sent to Name:       
Address: 


Please note: we cannot read medical records to anyone other than the requesting party or another healthcare provider.
Attorneys, government agencies, insurance companies and others that require medical records should submit a separate
request.
The information for which I am authorizing disclosure will be used for the following purpose(s):
 My Personal Records Legal Purposes Case Managers/Rehab Nurses/Adjusters
 Continuing Medical Care Insurance
 Social Security/Disability Other: _____________________________________________________
I understand that the information in my medical record may include information about behavioral or mental health services,
and treatment for alcohol and drug abuse, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV).
I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization, I
must do so in writing and present my written revocation to Supna Healthcare Solutions. I understand that the revocation will not
apply to information that has already been released in response to this authorization. I understand that the revocation will not apply
to my insurance company when the law provides any insurer with the right to contest a claim under my policy.
Unless I specify differently, this authorization will expire within 6 months from the date on which it was signed. I
understand that once the above information is disclosed, it may be re-disclosed by the recipient and the information may not be
protected by federal privacy laws or regulations.
I understand authorizing the use or disclosure of the information identified above is voluntary. I need not sign this form to
ensure healthcare treatment.`

__________________________________________________                                    ____________________________________ 
Signature of patient or legal representative Date
If signed by legal representative, relation to patient: 
Please fax this authorization for to 903-592-3224
If you have any questions, please call 866-755-6472 
Mail to: Gordon Spine and Brain Associates
P.O. Box 6605
Tyler, TX 75711
ATTN: Medical Records
FORM SUPNA – page 1 of 1 Revised 6/22/11
image1.png




