
Dr. DeLeon’s Women’s Healthcare Clinic
3705 Lakeview Pkwy Ste 215
Rowlett Tx 75088
Phone 972-463-1811 Fax 972-463-1927

Patient Authorization for Disclosure of Protected Health Information

I___________________________________________have read the notice of privacy practices of
Dr. DeLeon’s Women’s Healthcare Clinic and understand that if I have any questions I may contact the privacy 

manager at (972) 463-1811.

I authorize the practice to disclose or provide protected health information to me at the telephone 
numbers I have indicated. I understand that it is my responsibility to notify the practice of any change in 
these numbers and that any disclosure left on voice mail or an answering machine, indicated by me, is 
subject to re-disclosure statement within this authorization. How would you like us to contact you 
regarding testing, appointments, etc.?

 

I prefer to be contacted via: ___  Phone ___USPS (Please indicate below)
 

Telephone #1: ____________________ #2: ________________________ #3: _____________________ __ _

 

 USPS Mailing address: ___________________________________________________________

Please indicate any additional names of individuals with whom we may speak with concerning your care:

1:____________________________   2:____________________________________

3: ____________________________  4: ____________________________________

 

____________________________________________________________________________________

I am authorizing the disclosure of my protected health information to the specified numbers and/or 
addresses as a means of enhancing communication with my healthcare provider. This authorization will 
expire in one year from the date of your signature below unless you specify an earlier termination. You 
must submit a new authorization after the expiration date in order to continue the authorization. As 
stated in the practices notice of privacy practice I have the right to revoke or terminate this 
authorization by submitting a written request to the privacy manager. I understand that the practice has 
no control regarding persons who may have access to the telephone numbers I have listed to receive my 
protected health information. Therefore, I understand that my protected health information disclosed 
under this authorization will no longer be protected by the requirements of the privacy rule and will no 
longer be the responsibility of the practice.

______________________     _____________

Patient's Signature
Date
 


