

Idaho Allergy
379 E. Shore Drive, Suite 100, Eagle, ID 83616
Phone: 208.938.3443  Fax: 208.938.3553

Authorization Form

		For Use and Disclosure of Protected Health Information (PHI)

Patient Name:			________________________________________________
Date of Birth:			________________________________________________
Social Security Number:	________________________________________________

By signing this authorization form, I understand that I am giving the person(s)/ organization(s) named below my authorization to disclose my protected health information (PHI) as described in more detail (Please select specific information)to Idaho Allergy/Stephen B. Fritz, MD:

Name of Person(s)/Organization(s):	____________________________________
Street Address:			____________________________________
City, State, & Zip Code:		____________________________________
Telephone Number:			____________________________________
Fax Number:				____________________________________

       All Records
       Clinic/Outpatient Records 
       Laboratory Reports 
       Radiology Reports 
       Pathology Reports 
       Consultation Reports 
       Other:  ____________________________________________________________________


_____________________________				__________________
Patient Name (Please Print)					Date

_____________________________				__________________
Signature of Patient or Guardian				Date

________________________________________________
Relationship to Patient or Legal Authority if Applicable
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