Barry S. Tatar, M.D.

Board Certified Otolaryngology g
specializing in the medical & surgical treatment of the ear, nose, throat & sinuses

8178 Lark Brown Rd. Suite 101
Elkridge, MD 21075-6438
410.799.3940 fax 410.799.3944
www.drtatar.com

AUTHORIZATION FOR USE and DISCLOSURE OF INFORMATION

[ am a patient of Barry S. Tatar, M.D., LLC, and hereby authorize Barry S. Tatar, M.D., LLC to use, obtain, review and
disclose my individually identifiable health information for the purpose stated herein. [ understand that this authorization is
voluntary and I may refuse to sign this authorization.

Name of Patient of Barry S. Tatar, M.D., LLC:

DOB: / / Party to whom information will be disclosed:
O Self
Party authorized to make the use or disclosure: O Other:

Barry S. Tatar, M.D., LLC

Medical Records of Patient Information to be released:
O Entire Record O Description of information to be released:

The patient or the patient’s legal representative must read and initial the following statements:
a. I understand that the patient’s health care and the payment for his/her health care will not be affected if this form is not

signed. Initials:
b. Tunderstand that this release form is valid for 1 year from today’s date. Unless patient prefers that release expires sooner
el el . (DD/MM/YR) Initials:

c. Tunderstand that I may revoke this authorization at any time by notifying Barry S. Tatar, M.D., LLC in writing, but if I
do it will not affect any actions taken before Barry S. Tatar, M.D., LLC received the revocation.

Initials:
d. Tunderstand that the information may be redisclosed by Barry S. Tatar, M.D., LLC. Initials:
Signature of patient or patient’s legal representative Date

(Form MUST be completed before signing.)

Print name of patient’s legal representative:

Relationship to the patient:

*YOU MAY REFUSE TO SIGN THIS AUTHORIZATION*
Please review the Notice of Privacy Practices concerning your rights.

IMPORTANT: This facsimile transmission contains confidential information, some or all of which may be protected
health information as defined by the federal Health Insurance Portability & Accountability Act (HIPAA) Privacy
Rule. This transmission is intended for the exclusive use of the individual or entity to whom it is addressed and may
contain information that is proprietary, privileged, confidential and/or exempt from disclosure under applicable law. If
you are not the intended recipient (or an employee or agent responsible for delivering this facsimile transmission to
the intended recipient), you are hereby notified that any disclosure, dissemination, distribution or copying of this
information is strictly prohibited and may be subject to legal restriction or sanction. Please notify the sender by

telephone (number listed above) to arrange the return or destruction of the information and all copies.




