LAKE PULMONARY ASSOCIATES

GARY B. KAPLAN, M.D., F.C.C.P.

RUSSELL A. BLAIR, M.D.
ANDRE M. FABIEN, M.D.
LISA A. KUHEN, MSN, APRN-BC, DNP, CNP

Practice of Pulmonary and Critical Care Medicine

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

	Patient’s Name:
	
	Date of Birth:
	

	Previous Name:
	
	Social Security #:
	

	I request and authorize
	
	to

	release healthcare information of the patient named above to:

  GARY B. KAPLAN, M.D., F.C.C.P.

RUSSELL A. BLAIR, M.D.

ANDRE M. FABIEN, M.D.

LISA A. KUHEN, MSN, APRN-BC, DNP, CNP

Practice of Pulmonary and Critical Care Medicine

35040 Chardon Rd., Ste. 201, Bldg. 7
Willoughby Hills, Ohio  44094

440-946-0053 (phone)/440-946-1812(fax)

	This request and authorization applies to:

	( All healthcare information

	( Other:
	

	

	Patient Signature:
	
	Date Signed:
	

	Print Name: ____________________________________________

Witness To Signature: _____________________________________Date: _______________________________
Print Name: _____________________________________________

	THIS AUTHORIZATION REMAINS IN EFFECT FOR 5 YEARS UNTIL WITHDRAWN UPON PATIENT REQUEST.


	


