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     D. Chi Nguyen, M.D.                Dung (Huy) Nguyen, M.D.



          Board Certified in Neurology
                      Board Certified in Neurology

I hereby authorize the use or disclosure of information from the medical record of:
Patient Name _____________________________________ Date of Birth ______________ Social Security # ____________
I authorize Neurology Consultants, its physicians, and its staff to disclose the following protected health information (example: any appointment details, anything having to do with patient medical concerns, etc.) to person(s) listed below for their use (spouses, children, other doctors aside from primary, caregiver, family members, friends, etc) :
Recipient(s):__________________________________________________________________________________________
Please release the following:
     Entire record           Medical records and diagnostic studies          Insurance information

     Other ___________________________________________________________________________________________
This protected health information is used or disclosed for the following purposes:
     Facilitation of patient care           Insurance purposes               Legal matters

     Other ___________________________________________________________________________________________
I understand that the information in my health record may include information relating to sexually transmitted disease,

acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information

about behavioral or mental health services, and treatment for alcohol and drug abuse.            

      Yes, I consent to the release of this information.        No, I do not consent to the release of this information.
I understand that the information released is for the specific purpose stated above. Any other use of this information without

the written consent of the patient is prohibited.
I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization I must

do so in writing and present my written revocation to the individual or organization releasing information. I understand that

the revocation will not apply to information already released in response to this authorization. I understand that the

revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under

my policy. Unless otherwise revoked, this authorization expires upon completion of this request or upon the following

date:_________________________________.

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I

need not sign this form in order to ensure treatment. I understand that I may inspect or copy the information to be used or

disclosed, as provided in CFR 164.524. I understand that any disclosure of information carries with it the potential for an

unauthorized redisclosure and the information may not be protected by federal confidentiality rules. If I have questions about

disclosure of my health information, I can contact Neurology Consultants.
________________________________________________________ _______________________________

Signature of Patient or Legal Representative Date
________________________________________________________ _______________________________

Relationship to Patient (If Legal Representative) Witness
letterhead
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