
RELEASE OF MEDICAL RECORDS 
 

Great Oaks Family Practice, P.A.  
David A. Diaz, M.D. 
 

15930 Great Oaks Drive, Suite A-200 
Round Rock, TX 78681 

Ph: 512-246-3338       Fax: 512-246-3368 
 

 
PATIENT NAME: ________________________________________ DOB: ______ / ______/ ____________ 
 

 
RECORDS RELEASED FROM:  __________________________________________________________ 

 
ADDRESS: ___________________________________________________________________________ 

 
PH: _____________________ FAX: _______________________ 

 
 

 
I understand that the information in my health record may include information relating to sexually transmitted disease,  
acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information 
about behavioral or mental health services, and treatment for alcohol and drug abuse. 
 

____ YES, I consent to the release of this information.  ___ NO, I do not consent to the release of this information. 
 
 
I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I 
need not sign this form in order to ensure treatment. I understand that I may inspect or copy the information to be used or 
disclosed, as provided in CFR 164.524. I understand that any disclosure of information carries with it the potential for an 
unauthorized re-disclosure and the information may not be protected by federal confidentiality rules. If I have questions 
about disclosure of my health information, I can contact David Diaz privacy officer for the medical practice. 

 
This authorizes the medical records of named patient above to provide a copy, summary, or narrative of my medical 
records (as indicated by the check mark(s) below) or otherwise release confidential information. I agree that a photocopy 
of this authorization may be considered valid.  
 
I understand that my medical record may contain reports, test results, and notes that only a physician can interpret. I 
understand and have been advised that I should contact my physician regarding the entries made in my medical record to 
prevent my misunderstanding of the information contained in these entries. I will not hold David Diaz, MD liable for any 
misinterpretation of the information in my medical record as a result of not consulting my physician for the correct 
interpretation.  
 

_____ Complete Record 
 
_____ Other, Please Specify: __________________________________________________________ 

 
RELEASE THE INFORMATION TO:   
 
× Great Oaks Family Practice, P.A. / David A. Diaz, M.D.   
 
 

 
 
Signature Patient or Legal Representative: ______________________________ Date: ______________ 
 
 


	15930 Great Oaks Drive, Suite A-200
	Round Rock, TX 78681

