FOR PATIENT 18+

A8 LYNDON PEDIATRICS

6851 East Genesee Street, Fayefteville, NY 13066 Phone: 315 446 4580
w
» -
Patient Authorization for Practi Rel Pr Health Information (PHI
Parent/Guardian
Patient Name: DOB:

By signing this authorization, | authorize Lyndon Pediatrics to use and/or disclose protected
health information (PHI) about me to my parent(s) or guardian(s).

This authorization permits Lyndon Pediatrics to use or disclose my PHI to:

Relationship:

Name of parent(s) or guardian(s)
( ) Entire medical records, including patient histories, office notes (except psychotherapy
notes), test results, radiology studies, films, referrals, consults, billing records, and/or insurance

records.

( ) Restricted medical records to only include: from to

Initial to authorize
May also include: ( ) Alcohol/drug testing ( ) Mental Health Information ( ) HIV/STD related information

This authorization will expire in 6 months from today’s date of service OR until age 22
(please circle ONE).

| understand that failure to provide an expiration date above allows for authorization to be in
effect until age 22 from the patient signature listed below.

When information is used or disclosed under this authorization, it may be subject to redisclosure
by the recipient and may no longer be protected by the federal HIPAA Privacy Rule. | have the
right to revoke this authorization in writing except to the extent that Lyndon Pediatrics has acted
in reliance upon this authorization. My written revocation must be submitted to Lyndon
Pediatrics Privacy Officer at 6851 E. Genesee St, Fayetteville, NY 13066

Printed name: Date:

Signature:

Kate S. Robinson, MD Nagulinie Shukla, PNP Natasha Wilcox, FNP-BC Lyndsay Harris, FNP-BC
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