HILLSBOROUGH MEDICAL ASSOCIATES
HARPREET K. BAGGA, MD
349 U S HIGHWAY 206

PHONE: (908) 359-4150 FAX: (908) 359-9548

AUTHORIZATION TO USE AND DISCLOSURE HEALTH INFORMATION

Patient's Name

Address:

Home Telephone: Date of Birth:

INFORMATION TO BE RELEASED: TO \ FROM

Fax Number: TELEPHONE NUMBER:

DATES OF TREATMENT:

TYPE OF INFORMATIOM TO BE DISCLOSED: (Circle the appropriate)

Office notes Demographics  Immunizations  Discharge Summary
Consultations Operative Reports Lab Reports Radiology Reports Entire
Purpose of Disclosure: Medical Care Insurance Personal Legal Matter Other

I understand that the informatiom in my health record may include information relating to sexually
transmitted disease, acquirwed immunodeficiency snydrome (AIDS), or human immunodeficiency virus
(HIV), it may also include informatiom about behavior or mental health services, genetic information, and
treatment for alcohol and drug abuse

TERM: This Authorization will remain in effect:

From the date of this Authorization until the day of . 20

Signature of Patient Date Signature of Witness or Employee

Signature of authorized legal Guardian, Health Care Agent, or other authorized Personal Representative

Relationship Date Witness



