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AUTHOffiIZATI#h!$

FINANCIAL RESPONSIBILITY AND BENEFITSTO PHYSICIAN:

I understand that I am financially responsible for services rendered by the physician and hisiher
staff, uniess a contract exists between the physician and my insurance company that supercedes my
financial obligation or in the case oi authorized Worker's Compensation. I authorize my insurance
company to pay benefits directiy to the physician.

["Jate

ffi ffi LHA$H 0F BNF*ffi RIATISF{ :

Signature {lnsurecl Perscn)

I hereby authorize release of ali information from Martin J. Lopez, M.D., PC. Martin J. Lopez, M.D",
PC may disclose any or all of the patient's information for insurance claim purposes. lf some other
party is paying the patient's bill or by any contfact may be expected to pay the bill, then Martin J.
Lopez. M.D., PC may disclose any or all of the patient's information to that party to verify charges.
Martin J. Lopez. M.D., PC may disclose any or ali of the patient's information to the patient's attending
physician, consulting physician(s) and other health care providers who have a legitimate need for
such information in the care and treatment of the patient. THE INFOFIMATION RELEASHD MAY
INCLUDE RECORDS WH]CH MAY INDICATE THE PRESENCE OF A COMMUNICABLE OR
VENEREAL DISEASE WHICH MAY INCLUDE, BUT ARE NOT LIMITEDTO, DISEASES SUCH AS
HEPATITIS, SYPHILIS, GONORRHEA ANDTHE HUMAN IMMUNODEFICIENCY VIRUS, ALSO
KNOWN AS ACQUTRED TMMUNE DEFIC|ENCY SyNDROME (A!DS).

I understand all of the above and hereby state that the information is correct to the best of my
knowledge. My signature indicates that I have read the above and grant the request of authorizations.

Date $rgnature {ln$ured Persan)

Phrotostat of the above is as valid as the onqinal.



Notice of Privacy Practices and Disclosure

In accordance with Federal regulations, your health information may be used as necessary by

staff member or disclosed to other health care professionals for the purpose of evaluating your

health, diagnosing medical conditions, and providingtreatment. Your information may also be

used to seek payment from your health plan, or from other sources of coverage.

Additional Disclosure Authorization

t, authorize the disclosure of my health

information to the individual(s) listed below:

Name of person /relationship

Name of person /relationship

This authorization is effective through _J_J unless revoked or terminated

earlier by the patient or the patient's personal representative. You may revoke or terminate

this authorization by submitting a written request to our office.

Disclosu re Restrictions

Are there any restrictions to the release of medical information? lf yes, please explain:

Patient's Name (print): Date of Birth:

Date:Patient's Signature:

Signature of Patient's Representative:

Relationship to Patient:


