SUSAN WYNNE, M.D.  

San Antonio, Fredericksburg, Kerrville 

16007 Via Shavano, Ste. 101

San Antonio, TX 78249

Tel. (210) 615-8900

Fax. (210) 615-9400

www.susanwynnemd.com


RELEASE OF HEALTHCARE INFORMATION

Patient Name: ________________________________________ Birth Date: _________

I request and authorize Susan Wynne, MD to release health care information to, and to receive health care information from:

Name: ________________________________________________________________ 


Address: ______________________________________________________________


City, State: _____________________________________ Zip code: ______________

             Tel. Number:  __________________________   Fax:  __________________________

I understand that, unless action already has been taken in reliance on this authorization, I may revoke this authorization at any time by making a written request to Susan Wynne, MD. I understand that Dr. Wynne may not condition treatment, payment, enrollment or eligibility for benefits on my signing this authorization.  I understand that information disclosed based on this authorization may be subject to redisclosure by the recipient, and no longer protected by federal privacy regulations. 
Signature (patient or authorized representative)_____________________________Date:____________

Relationship/authority (if signed by authorized representative): _________________________________

Please contact us if this is received by you in error.  Thank you.

