
READING

DERMATOLOGY

Dr. Jason Hendrix, DO

Dr. John LaManna, MD

Dr.Tiffany Gillis,MD

Amy Hendrix, CRNP

Kara Noon,CRNP

lamie LaPorte, PA-C

KellyS. Mickulik, PA C

AliSchaeffer, PA C

3317 Penn Avenue, West Lawn, PA 19609

Phone: 610-750-7891 Fax: 610-750-7896

Sociat Security #:

Patient's Name:

Previous Name:

I request and authorize to

retease heatthcare information o, the patient named above to

Name:

Address

City:

This request and authorization appties to:

tr Heatthcare information retating to the fottowing treatment, condition, or

dates:

zip Code:

Definition: Sexualty Transmitted Disease (STD) as delined by taw, RCW 70.24 et seq., inctudes herpes,

herpes simptex, human papiltoma virus, wart, genitat wart, condytoma, Chtamydia, non-specif ic

urethritis, syphitis, VDRL, chancroid, tymphogranutoma venereuem, HIV (Human lmmunodeficiency
Virus), AIDS (Acquired lmmunodeficiency Syndrome), and gonorrhea.

flYes tr No I authorize the retease of my STD resutts, HIV/AIDS testing, whether negative or
positive, to the person(s) tisted above. I understand that the person(s) tisted above witl

be notified that I must give specific written permission betore disctosure of these test
resutts to anyone.

trYes DNo I authorize the retease of any records regarding drug, atcohot, or mentat heatth

treatment to the person(s) [isted above.

Date

Signed:

Patient

Signature:

THIS AUTHORIZATION EXPIRES NINETY DAYS AFTER IT IS SIGNED.

Date of Birth:

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

State:

E Att heal.thcare information

fl Other:


