Cen'rral Georgia

4075 Elnora Drive {
Macon, GA 31210 q /
Phone: (478) 757-7888 l/lnf(s){l Tﬂ rls{l
Fax: (478) 757-7887

AUTHORIZATION TO RELEASE HEALTH CARE INFORMATION

Patient’'s Name: Date of Birth:

Previous Name: Social Security #:

I request and

authorize
Name:

Address:

Phone: Fax:

To release health care information of the patient named above to:

Name: Central Georgia Fertility Institute

Address: 4075 Elnora Drive Macon, GA 31210

Phone: 478-757-7888 Fax: 478-757-7887

This request and authorization applies to:

O Health care information relating to the following treatment, condition or dates:
Please forward ONLY HSG reports, op notes, lab results, recent ultrasound reports, pap reports
(within last 12 months), spouse’s semen analysis reports

O All health care information

O Other:

Patient Signature: Date Signed:

THIS AUTHORIZATION EXPIRES NINETY DAYS AFTER IT IS SIGNED.

CONFIDENTIALITY NOTICE:

This document is for the sole use of the intended recipient(s) or entity to which it is addressed and may contain confidential, privileged or proprietary
information. Any unauthorized review, use, disclosure or distribution is prohibited. If you are not the intended recipient, you are not authorized to read,
print, retain copy or disseminate this message, attachments or any part of them. If you have received this message in error, please notify the sender
immediately or destroy the original message, attachments and all copies thereof.



