JON B. BISHOP, M .D.
700 WEST 800 NORTH, #442
OREM, UT 84057
(801) 802-0120
(801) 802-0121 Fax

M edical Records Release Form

By signing this form, | authorize you to releasaftaential health information about me,
by releasing a copy of my medical records, or areamy or narrative of my protected
health information, to the physician/person/fagifacility/entity listed below.

Patient Name: te: Da

The information you may release subject to thissibrelease form is as follows:

____Complete Records ____History & Physical _Lab Reports
____Radiology Reports ____ Pathology Reports __per@&@ive Reports
____Other (please specify below)

Release my protected health information to theWaihg physician/person/facility/entity:
Name:
Address:

City: State: Zip Code:

The purpose/reason for this release of informasas follows:

| understand thddr. Jon Bishop, M.D. will provide this information.

Patient Name Signature of Patient or personal representative

Patient date of birth and SSN Printed name aéptbf representative

Date Description of Personal representatigathority



