' AUTHORIZATION
~

2. 4 TO RELEASE
Dirkevv HEALTHCARE

MEDICAL AESTHETICS INFORMATION

Patient’s Name: Date of Birth:

Previous Name: Social Security #:

| request and authorize to
release healthcare information of the patient named above to:

Name:

Address:

City: State: Zip Code:
This request and authorization applies to:

[ ] Healthcare information relating to the following treatment, condition, or dates:

[ ] All healthcare information

[ ] Other:

[ ] I authorize the release of my STD results, HIV/AIDS testing, whether negative or
positive, to the person(s) listed above. | understand that the person(s) listed
above will be notified that | must give specific written permission before
disclosure of these test results to anyone.

[ ]I authorize the release of any records regarding drug, alcohol, or mental health
treatment to the person(s) listed above.

Patient Signature: Date:

Randy A. Birken, MD

4185 Technology Forest Blvd. Suite 190, The Woodlands, TX 77381 | Phone: 281.419.3231 | Fax: 832.813.7462
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