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 I DO authorize Lotus Psychiatry & Wellness to do the following with my protected health 

information (please check all that apply): 

_ Disclose/obtain protected healthcare information to/from individuals/entities listed below 

_ Provide/receive a complete copy of my healthcare records to/from those individuals/entities 

listed below 

_ Provide/receive only part of my healthcare records to those individuals/entities listed below 

Information to be limited to: ____________________________________________________________________  

 

Name/Entity: ______________________________________ 

Address:  __________________________________________ 

_____________________________________________________ 

Phone: _____________________________________________ 

Fax: ________________________________________________ 

Name/Entity: ______________________________________ 

Address:  __________________________________________ 

_____________________________________________________ 

Phone: _____________________________________________ 

Fax: ________________________________________________ 
 
 

 I DO NOT authorize Lotus Psychiatry & Wellness to release any protected health information at this 

time. I understand that I may authorize the release of protected health information at any time by 

completing a new Medical Information Release Form.  

 

I understand that any authorization I give on this form is valid for one year from the date signed, unless I 
revoke or withdraw this authorization through written communication to my provider at Lotus Psychiatry & 
Wellness or unless an earlier date is specified here: ___________________________. 

I understand that the medical information released may contain information sensitive information such as 
HIV/AIDS status, sexually transmitted diseases, mental health, and drug and alcohol abuse. 

I understand that once my healthcare information is disclosed at my request, it may no longer be protected 
under federal and state privacy laws and could be re-disclosed by the person or entity receiving it.  

I understand that there may be a fee for a copy or written treatment summary of my healthcare information.  
I understand that all fees will be in compliance with applicable law.   I agree to pay this fee. 
 

_____________________________________________________ 
Patient Signature 

_____________________________________________________ 
Printed Name 

_______________________________ 
Date 

 


