
 Medical & or Billing Record Disclosure 
 (Who is allowed to access your medical records: Spouse, Family Member, Partner, Parent, Etc) 

 I, ______________________________,  (your name)  give  authorization for my healthcare 
 information to be released to the following individual(s): 

 1. Persons Name:_________________________________Relationship:__________________ 
 Phone #::______________________________ Email: ________________________________ 

   Medical Records    Billing  Records    All Records 

 2. Persons Name:_________________________________Relationship:__________________ 
 Phone #::______________________________ Email: ________________________________ 

   Medical Records    Billing  Records    All Records 

 3. Persons Name:_________________________________Relationship:__________________ 
 Phone #::______________________________ Email: ________________________________ 

   Medical Records    Billing  Records    All Records 

 4. Persons Name:_________________________________Relationship:__________________ 
 Phone #::______________________________ Email: ________________________________ 

   Medical Records    Billing  Records    All Records 

 5. Persons Name:_________________________________Relationship:__________________ 
 Phone #::______________________________ Email: ________________________________ 

   Medical Records    Billing  Records    All Records 

 Patient Signature:_____________________________________________________________ 
 Date:________________________________ 

 Dr. Aaron Terry | Dr. Alex Mckinlay| Jamie Morris, FNP-c| Hannah Kalantari, FNP-c| Kelley Le Noir, FNP-c 
 Jennifer Lopez, FNP-C | Jose Daniel Nunes-Rodrigues, FNP-C| Theresa Mund, FNP-c 

 Mercy Wellness Clinic 
 18568 Forty Six Parkway #1001 

 Spring Branch, TX 78070 
 Ph: 830.438.9300 | Fax: 830.438.9002 


