FUNNELL & STREBEL INC.
Gary F. Strebel, M.D.
Julie Strebel-Hager, M.D.
Amber Medico, APRN

OBSTETRICS • GYNECOLOGY • INFERTILITY • ENDOCRINOLOGY • LASER AND MICRO-SURGERY
4200 W. Memorial Road, Suite 401, Oklahoma City, OK 73120  Phone: 405-749-4200  Fax: 405-749-4218
Authorization to Release Medical Information
	Patient Name: 

______________________________________
	Date of Birth: 

__________________________________

	I authorize:
	


Physician Name: _____________________________  Phone: _________________    Fax: ____________________
Address: ___________________________________    City: __________________    State: _________  Zip: __________
To release photocopies of my health information to Dr. Gary F. Strebel MD, Dr. Julie Strebel Hager MD, and Amber Medico, APRN regarding the following:
☐  Entire Medical Record concerning this patient.
☐  Medical record concerning this patient for the following date(s) of service: ______________________________________________
☐  Other (i.e. specific records): ________________________________________________________________________________________
For the following Purpose: 
__________________________________________________________________________________________
I understand the following:
• Protected health information is health information that identifies me. The purpose of this authorization is to allow Funnell & Strebel Inc. to receive my protected health information as set forth above.
• I understand that this authorization is voluntary and that I have the right to refuse to sign this authorization. If I refuse, my protected health information will not be used or disclosed except as otherwise permitted by law. If I refuse to sign this authorization, I will still be eligible to receive medical services from Drs. Funnell, Strebel, and Hager Inc.
• I have the right to revoke this authorization at any time by sending a letter which gives my name, the date I signed this authorization, and states that I revoke the authorization to use my personal health information. The letter will not affect any actions taken in reliance of my previous authorization.
• This authorization may result in the Doctor listed above to disclose my medical information to a recipient who could possibly later use or disclose the information without my authorization.
• Protected health information authorized for release may include records that indicate the presence of or regarding treatment of HIV/AIDS, sexually transmitted disease, and drug and/or alcohol abuse.

	____________________________________________
	_______________________________

	Printed name of Patient or Legal Guardian

	Date

	____________________________________________
	

	Signature of Patient or Patient's Legal Guardian
	



