
Authorization to release Patient Medical Records 
 

I hereby authorize the following information to be released from the medical record of: 
 
Patient name: ____________________________________________________  Date of birth: _________________ 
 
Address: _____________________________________  City: ________________________  St: _____  Zip: _____   
 
Telephone #: _________________________________  Social Security #: _________________________________ 
 
THIS INFORMATION IS TO BE RELEASED FROM Georgetown  Kids: 
 
THIS INFORMATION IS TO BE RELEASED TO: 

__________________________________________________________ 
Physician / Practice 

__________________________________________________________ 
Address / City / State / Zip 

__________________________________________________________ 
Phone / Fax 
 

Information to be released: (check all that apply) 
__________ Complete record 
__________ Records of care from dates _________________ to ________________ only 
__________ Records for drug or alcohol abuse or psychiatric illness 
 
Initial and date for the following consent for release required: 
I consent to the release of any positive or negative test result for AIDS or HIV infection, antibodies to AIDS, or 
infection with any other causative agent of AIDS, with the rest of my medical records.    
_______ Initial   ______________________ Date 
 
The reasons or purposes for this release of information are:  
 
________________________________________________________________________ 
 
I understand that you will provide this information within 15 business days from receipt of request, and your 
standard fee ($25) for preparing and furnishing this information will apply. 
 
The fee is waived if the records are to be used for supporting an application for disability or other benefits or 
assistance under Aid to Families with Dependent Children, Medicaid, Medicare, Supplemental Security Income, and 
Federal Old-Age and Survivors Insurance.  
 
Signed:________________________________________________ Date: _____________________ 

 (Patient or person legally authorized to consent on patient's behalf) 
 
 
Printed:__________________________________________________________________________ 

  

Doris E. Hossalla, M.D. 
 
3613 Williams Drive, Ste 801 
Georgetown, Texas 78628 
 
Phone: (512) 930-0191 Metro 
Fax: (512) 863-3784 Local     
 

 
Office Hours: 
Monday - Thursday 9:00am - 7:00pm 
 
Appointments: 
Monday - Thursday 1:00pm - 7:00pm 
 
www.georgetownkids.com 


