AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION

| HEREBY AUTHORIZE (COVERED ENTITY) TO USE OR
DISCLOSE THE FOLLOWING PROTECTED HEALTH INFORMATION (PHI) FROM
THE MEDICAL RECORDS OF:

PATIENT NAME:

DATE OF BIRTH.:

SOCIAL SECURITY NUMBER:

ADDRESS:

PLEASE RELEASE RECORDS TO. RICK LEONI II, M.D.

203 RUE Louis X1V, SUITE A

LAFAYETTE, LA 70508

PHONE 337-981-2393

FAX 337-981-9470
DISCLOSE THE FOLLOWING PHI FOR TREATMENT DATES OF TO
. PLEASE INCLUDE PHYSICIAN NOTES, VISUAL FIELDS, A-
SCANS, X-RAYS, CT sCANS, MRI SCANS, AND LAB RESULTS.

THE ABOVE INFORMATION IS DISCLOSED FOR MEDICAL CARE, AND
INSURANCE PURPOSES.

(PLEASE INITIAL) | ACKNOWLEDGE, AND HEREBY CONSENT TO SUCH,
THAT THE RELEASED INFORMATION MAY CONTAIN ALCOHOL, DRUG ABUSE,
PSYCHIATRIC, HIV OR GENETIC INFORMATION.

| UNDERSTAND THAT | HAVE THE RIGHT TO REVOKE THIS AUTHORIZATION AT
ANY TIME. | UNDERSTAND THAT | MUST DO SO IN WRITING AND PRESENT THE
WRITTEN REVOCATION TO ANNETTE BROUSSARD, OFFICE MANAGER. |
UNDERSTAND THAT THE REVOCATION WILL NOT APPLY TO INFORMATION THAT
HAS ALREADY BEEN RELEASED TO THIS AUTHORIZATION.

THIS AUTHORIZATION SHALL EXPIRE UPON THIS EXPIRATION DATE!

| HAVE READ THE ABOVE AND AUTHORIZE THE DISCLOSURE OF THE
PROTECTED HEALTH INFORMATION AS STATED.

SIGNATURE OF PATIENT / LEGAL REPRESENTATIVE DATE



