
 AUTHORIZATION FOR USE OR DISCLOSURE OF INFORMATION 

 I hereby authorize Dayton Respiratory Center to receive and/or give informa�on 
 regarding my condi�on/treatment to achieve the important goal of increasing the safety 

 and effec�veness of my treatment. 

 Name  _____________________________  DOB  _______________________________ 

 Last 4 of social  ______________________ 

 Release the informa�on to:  _________________________________________________ 

 ________________________________________________________________________ 

 Receive from : _  __________________________________________________________ 

 ________________________________________________________________________ 

 CIRCLE ALL THAT APPLY: 

 FULL TREATMENT SUMMARY  COMPLETE COPY OF RECORDS 

 DEMOGRAPHIC/INSURANCE INFORMATION 

 X RAYS/LABS  MEDICATION LISTS  SLEEP RECORDS 

 This authoriza�on shall be in force from:  Start  ______________  End  ________________ 

 I understand that I have the right to revoke this authoriza�on, in wri�ng, at any �me by 
 sending a wri�en no�fica�on at the address above, except to the extent that the 
 informa�on has already been released in reliance to this form. 

 I understand the informa�on used or disclosed pursuant to this authoriza�on, may be 
 subject to redisclosure by the recipient, and may no longer be protected by federal or 
 state law. 

 I understand that I had the right to inspect or copy the protected health informa�on 
 that is used, or disclosed as permi�ed under federal law, and I can refuse to sign this 
 authoriza�on. 

 Date  : _________________  Signature  : ______________________________ 


