Montana Allergy and Asthma Practice

Carl Thornblade, MD.
2801 Great Northern Loop, Suite 101
Missoula, MT. 59808
Phone (406) 728-6472 Fax (406) 728-9175

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

I HEREBY AUTHORIZE __________________________________________________________

                                       __________________________________________________________

                                       __________________________________________________________

To disclose the specific information marked below:

____ Progress Notes                                                         ____ Hospital Notes

____ X-Ray Reports                                                           ____ CT Reports

____ Pulmonary Reports


              ____ Lab Reports

____ Skin Testing Results                                                 ____ ALL

Other: __________________________________________ From ____________ To _____________

The purpose of this release is for ______________________________________________________

Information is to be sent to: 
2801 Great Northern Loop, Suite 101. Missoula, MT. 59808 or faxed to (406) 728-9175.
This authorization shall remain in effect from the date signed below until _____________________

I understand that:


* I may inspect or copy the PHI to be used or disclosed.


* I may revoke this authorization in writing by contacting your office at the address above. 


* Information used or disclosed pursuant to authorization may be subject to redisclosure by the 

                Recipient and no longer be protected by HIPAA.

Patient Name: ___________________________________________ DOB: ______________________

Patient Address: _____________________________________________

                              _____________________________________________

                              _____________________________________________

Patient Phone: ________________________________________

Patient/Parent Signature: ________________________________________________________
