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                                                      AUTHORIZATION TO DISCLOSE HEALTH INFORMATION		
	I authorize  Long Island Pulmonary and Sleep Medicine Associates, PLLC to discuss my health information with the following personal representative(s)

Name:                                       Relationship:              Name:                                          Relationship:

______________________     _____________         _______________________      ___________________

Name:                                       Relationship:              Name:                                          Relationship:

______________________     ______________       _______________________       ___________________

It is the policy of  Long Island Pulmonary and Sleep Medicine Associates, PLLC to confirm appointment via telephone.

Home Telephone_________________________    Cell Phone__________________________________

□OK to leave message with detailed information*              □Ok to leave message with detailed information*
□Leave message with call back number only                    □Leave message with call back number only

Written Communication                                                Work Telephone________________________________
□OK to mail to my home address                                       □Ok to leave message with detailed information*
[bookmark: __DdeLink__173_1659985990]□OK to mail to my work/office address(provide address)   □Leave message with call back number only
□OK to fax to this number________________________

Other:__________________________________________________________________________________

Patient Name:______________________________________________DOB:_________________________



_________________________________________                           _________________________________
Patient Signature                                                                                  Date


* detailed information may include but is not limited to: lab results, diagnosis and/or treatment instructions.


PLEASE NOTE: THE ABOVE INFORMATION WILL BE IN EFFECT UNTILL YOU REVOKE IT.



	                                  
