Pacific Orthopedics & Sports Medicine

Renee Lauritzen, M.D.

1500 Palm St. Suite A

San Luis Obispo, CA 93401

Ph:805-542-9678

Fx: 805-542-3685

AUTHORIZATION TO RELEASE/OBTAIN INFORMATION

I hereby authorize Renee S. Lauritzen, M.D. to obtain any and all medical records pertinent to my care from any physician, hospital, or other healthcare professional. 

I also authorize Renee S. Lauritzen, M.D. to release any medical records concerning my care to any physician, hospital, or other health care professional.  These records include but are not limited to mental health records protected by Lanterman Pertis Short Act, drug and alcohol abuse specifically as follows:

_____________________________________________________________________________

This authorization is effective now and will remain in effect for the time that I am a patient of Renee S. Lauritzen, M.D., or until revoked in writing. 

I understand that I have the right to receive a copy of this authorization.

Name: _________________________ 

Signature:__________________________

If not signed by patient please list relationship to patient:____________________________

RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT FORM:

A copy of the HIPPA guidelines for the office of Renee S. Lauritzen, M.D. was made available to me to read at the front desk. Upon request a copy can be made.  I understand that due to these guidelines, medical information will only be discussed with me and those listed below.  Medical information may include but is not limited to appointments, prescriptions, test results, and chart notes. The office of Renee S. Lauritzen, M.D. may leave messages on my answering machine regarding appointments, prescriptions, and phone calls being returned to me. 

I AUTHORIZE RENEE S. LAURITZEN M.D. OR HER STAFF TO RELEASE ANY OR ALL INFORMATION CONCERNING MY MEDICAL CARE TO THE FOLLOWING INDIVIDUALS.

Name:______________________________ Relationship to Patient:______________________

Name:______________________________ Relationship to Patient:______________________

Name:______________________________ Relationship to Patient:______________________

Patient Name: ________________________
Signature:______________________________

If not signed by patient please list relationship to patient:________________________________

Office use only
Patient signed on:____________Witnessed by:_____________________________

**I attempted to obtain partient's signature for HIPPA but patient refused**
Date:__________________Witnessed by:___________________________

