Eric J. Wyble, M.D.
AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

Patient information (Please print)

Name:_______________________________    Date of Birth:________________

Social Security Number:____________________

Address:__________________________________________________________

City:________________________________    State:_______ Zip Code:_______

Phone:______________________________________

I, ______________________________________________, give permission to Dr. Eric Wyble      

1133 45th Ave. Gulfport, Ms 39501        228-865-7299 (phone)      to use the following protected health information, and/or disclose the following protected health information to:

Name:_________________________________________________________________
Address:_______________________________________________________________
City:__________________________________________________________________
Phone:_______________________    Fax:____________________________________
Please send Medical Records no later than:____________________________________
Please release a copy of all my medical records, including but not limited to:

· History & Physical

· Laboratory results

· Diagnostics test

· Operative Notes

· Progress Notes

· Entire Chart
The above information is disclosed for the following purposes:

· Medical

· Legal

· Insurance

· Personal

· Other

The purpose of the disclosure is at my request and this Medical Authorization shall be deemed to comply with the requirements of the Health Insurance Portability and Accountability Act (45CFR:164.508).

BY MY SIGNATURE I AUTHORIZE RELEASE OF MEDICAL RECORDS

Patient:______________________________________     Date:______________________________
