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1622 Tate Blvd. SE

Hickory, NC 28602

828-855-2406

Fax 828-855-2409

Authorization For Release of Health Information

I authorize_________________________________ to release health information to:

                (Name of person or facility that has information) 


Armstrong Neurology








Name of person or facility to receive health information



828-855-2409
 
Fax








Street Address, City, State, Zip Code, including Phone & Fax numbers

Requested Records: 

____ ALL MY RECORDS

____ RECORDS PERTAINING TO: _____________________________

____ OTHER: ____________________________________________

This authorization will include current & previous medical records from other practices & hospitals and/or clinics, which are a part of my medical record. I understand this authorization is voluntary & a photocopy of this authorization will be treated in the same manner as the original. 
Signature: __________________________________________
 Date: ____________


(Signature of Patient or Patient’s Legal Representative, if signed by someone other than the patient, 

state your relationship to the patient/authority)

Printed Name: ______________________________________ DOB: ______________  

Witness Signature: 



Linda Kaing






(Expiration of Authorization: If no date is indicated, this authorization will expire 12 months after the date of signing this form.) 

