Evan Kligman, MD

Integrative Family Medicine & AgeWell Longevity Program

4635 E. Ft. Lowell, Tucson, Arizona 85712 

520-326-9355 
www.EvanKligmanMD.com

INDIVIDUAL PATIENT’S AUTHORIZATION
THIS FORM IS TO CONFIRM YOUR AUTHORIZATION TO USE OR DISCLOSE YOUR PROTECTED HEALTH INFORMATION FOR COMMUNICATION BETWEEN EVAN KLIGMAN, MD AND THE PRACTITIONERS ON YOUR HEALTH CARE TEAM AS LISTED IN SECTION 2.

I give my authorization to use or disclose my protected health information as described in Section 2 below.  I give this authorization voluntarily.

Your Name: _____________________________________________
Birth Date: ____________________

Your Street Address: _____________________________________________​​​​​​​​​

Your City: __________________________  State:  ___________________  Zip Code: ________________

Your Telephone Number: ____________________________  ID Number: ___________  Office will enter.

Name the people and/or organizations that you are authorizing to use and/or disclose or use and/or receive your protected health information.  Such authorization includes disclosure either verbal or written of medical records, lab reports, and other pertinent medical documentation.  If you are providing authorization for disclosure of psychotherapy notes, please denote that underneath the practitioner specialty.

PRACTITIONER


SPECIALTY

        ADDRESS & PHONE NUMBER   

1.___________________________    _________________________     ____________________________________




         _________________________     ____________________________________

2.___________________________    _________________________     ____________________________________




         _________________________     ____________________________________

3.___________________________    _________________________     ____________________________________




         _________________________     ____________________________________

4.___________________________    _________________________     ____________________________________




         _________________________     ____________________________________

5.___________________________    _________________________     ____________________________________




         _________________________     ____________________________________

SIGNATURE: ________________________________________

DATE: ____________________

SECTION 1: INDIVIDUAL PATIENT CONFIRMING THE AUTHORIZATION

















SECTION 2: REQUEST FOR CONFIDENTIAL COMMUNICATION








