
Doctors Hospital at Renaissance 
AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION 

Patient's Printed Name: ______________________ _ Date of Service (s) _______ _

Complete Address: ________________________ �--------------

City __________________ _ State ________ _ Zip Code _______ 

Patient's Birthdate: _________ _ Patient's Social Security Number: _______________ _ 

Home Phone Number: -�----Work Phone Number: _______ Cell Number: 

• I hereby authorize Doctor's Hospital at Renaissance to disclose records obtained during the course of my evaluation and/or
treatment to:

Name: ___________________________________________ _ 

Address: ____________________ �----------------------
(Name and address of person or organization to which disclosure is to be made) 

Phone #:. _____________ Fax#: ___________ _ 

Type of Access Requested: □ Copies of Record 

OR 

□ Review of Record 

• I hereby authorize _____________ _ to disclose records obtained during the course of my evaluation and/or

Doctor's Hospital at Renaissance: 5501 S. McColl: Edinburg, Texas 78539 treatment to: 
(Name and address of person or organization to which disclosure is to be made) 

Phone#�: ____________ Fax#: ___________ _ 

Type of Access Requested: □ Copies of Record □ Review of Record 

Selected Portions of PHI as marked: 

□ Cardiac Studies
□ Consult Report(s)

□ Discharge Summary
□ EKG's

□ Emergency Room Record
□ Face Sheet
□ History & Physical
D Lab Reports

□ Medication Record

□ Nursing Notes

□ Operative Report
□ Pathology Report
□ Physician Orders
□ Progress Notes

□ Psychological Record(s)
□ Psychiatric Record(s)

□ Radiology Reports/ FILMS
□ Rehab Services
□ Type: ____________ _
□ Other ____________ _

Billing Office: __________ _

___ (Initials) __ Do Do Not consent to release of information relating to psychiatric or psychological testing or 
treatment, biofeedback training, alcohol and/or drug abuse diagnosis, prognosis and treatment and/or HIV (AIDS) testing and/or results, 
or such disclosure shall be limited to the following specific types of information: 

List the purpose(s) for the release or disclosure of Protected Health Information: 
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