PATIENT NAME:__________________________________________________________________________

PATIENT ADDRESS:_______________________________________________________________________

DATE OF BIRTH:__________________________     SS#:__________________________________________

TELEPHONE:_______________________________________

MAIDEN/OTHER NAMES:__________________________________________________________________

I authorize any of my past, current and/or future health care providers to release all information in my medical

records, including alcohol and drug abuse records (if any); mental, health and/or psychological service record (if any); information about serious communicable disease and infections which include Human Immunodeficiency Virus (HIV), Acquired Immunodeficiency Syndrome (AIDS) and AIDS related complex (ARC); any social service records (if any); to the individual(s) or organization(s) listed below under the condition specified below:
1. Name of person(s) or organization(s) to which disclosure is to be made: 

                                   Advanced Family Practice, PLLC

                                        Joseph G. Donzella, DO

                                     Amy Vasilakis-Donzella, DO

                                      1315 Mt.  DeChantal Road

                                        Wheeling, WV 26003

2. Specific date(s) of hospitalizations or treatment and specific type of information to 

         be disclosed:_______________________________________________________________________

3. Purpose and need for such disclosure:_________________________________________________________________________

I understand that I may revoke this authorization in writing at any time to the extent that the above named physician has already relied on this authorization.  I understand that protected health information, once disclosed to others, may be re-disclosed to individuals or organizations not subject to HIPPA privacy standards and may no longer be protected  by HIPPA.  I understand that the above named physician may not condition treatment on my completion of this authorization form:

_________________________________________________  Date:______________________________________________

Signature of patient or parent (if patient is a minor) or personal representative, legal guardian or closest relative, if patient is unable to sign and reason:_____________________________________________________________________

