
 
16633 D ALL AS PK WY  SUI TE 150  ADDI SON, TX  75001  

 

PHONE (972) 380-0000    ●    FAX (972) 380-0030    ●   ADDISONPAIN\.COM 
 

AUTHORIZATION FOR USE AND DISCLOSURE OF  
PROTECTED HEALTH INFORMATION (PHI) 

 
Addison Pain and Regenerative Medicine (“APRM”) recognizes the patient’s right to 
confidentiality of protected health information (“PHI”).  This form obtains permission to 
discuss and/or release information regarding your care at our practice to a person whom 
you designate as an authorized representative.  Authorization is optional- you may opt to 
not designate any authorized representatives.   
 
Please bear in mind, if you intend for anyone else to schedule your appointments, manage your 
prescriptions, or receive billing/account/medical record information on your behalf, you must 
authorize them on this form. 
  

PATIENT NAME DATE OF BIRTH SOCIAL SECURITY NUMBER 
   

 
I  AU TH ORI ZE  APR M TO DI SCLOSE  MY PH I  TO THE  L I S TED  PER SON (S ) :  
 

NAME: PHONE NUMBER RELATIONSHIP TO PATIENT 
   

   

 
 

PROTECTED HEALTH INFORMATION DISCLOSURE OVER THE PHONE 
 
The provider(s) and/or staff have my permission to: 

 Leave a detailed message with the person(s) listed above 

 Leave a detailed message on my primary voicemail: (______) - ____ - _______ 

 Leave a detailed message on my business voicemail: (______) - _______ - ______ 

 
I  UNDER ST AND TH AT  I NFOR M ATI ON USED OR  DI SCLOSED PUR SU ANT TO TH I S  
AU THORI Z AT I ON M AY BE  SUBJEC T TO R E -D I SCLOSUR E  B Y THE  R ECI P I ENT  I F  THE Y  
AR E  N OT A CO VER ED E NT I TY UNDER  THE  F EDE R AL  PR I VAC Y R ULE .   I  UNDER ST AN D 
TH AT I  M AY R E VOKE TH I S  AU THORI Z AT I ON AT  AN Y T I ME  BY NOT I FY I NG ADDI SON 
P AI N AN D R EGE NER AT I VE  MED I CI NE  I N WR I T I NG ,  TO BE  EF FEC T I VE  ON THE  D ATE  
NO T I F I C AT I ON I S  R ECEI VED.   I  AGR E E  TH AT  M Y AU THOR I Z AT I ON I S  VOLUNT AR Y.  

 
 


