2570 24th Street Suite 121 Rock Island, IL 61201 ph: 309-779-4800 fx: 309-779-4805

Authorization for Release of Information
Linda Tong, M.D., AGAF

Poonputt Chotiprasidhi, M.D.
Shannon Johnson, PAC

Ahmad Cheema, M.D.

Patient Name:________________________________DOB:_____/_____/_______
Previous Name(s)____________________________________________________
I hereby authorize:

Digestive Disease Specialists, P.C.

To request my health care information/previous medical records from:
Physician/Practice:______________________Phone/Fax____________________
Address:___________________________________________________________
I authorize Digestive Disease Specialists, P.C. to release my records and any information checked below
to the following individuals.
Name:_______________________________________Phone:_______________
Relationship to Patient:_______________________________________________
 All Information
 Blood Work
 Medication Information/Refills

 HIV Results
 Procedures and Results
 Appointment Information

I release Digestive Disease Specialists, P.C. from any liability resulting from the release of this confidential
information. I have the right to revoke this authorization at any time. I have the right to inspect or copy the protected
health information to be disclosed. I understand that information disclosed to any above recipient is no longer
protected federal or state law and may be subject to disclosure by the above recipient. You have the right to revoke
this consent in writing, send written notice to the above address. If this consent is cancelled, I understand that
information may have been released prior to the cancellation, and that action would not be considered a breach of
confidentiality. I also acknowledge that: 1) recipients of this information may possibly re-release the information
without proper authorization, and 2) once information is disclosed it may no longer be protected by federal privacy
regulations. I understand that I may review the disclosed information or ask questions by contacting the manager at
the above address.
This agreement will expire two years from the date of signature, or as indicated (specify number of days or
months) ___________________________ unless cancelled by the patient/guardian.

____________________________________________________________________________
Signature of patient or legally authorized individual
Date signed
____________________________________________________________________________
Printed name of authorized individual if signed on behalf of patient
Relationship to patient
This message and accompanying documents are covered by the Electronic Communications Privacy Act, 18 U.S.C. §§ 2510-2521, and contain information
intended for the specified individual(s) only. This information is confidential. If you are not the intended recipient or an agent responsible for delivering it to the
intended recipient, you are hereby notified that you have received this document in error and that any review, dissemination, copying, or the taking of any
action based on the contents of this information is strictly prohibited. If you have received this communication in error, please notify us immediately by e-mail,
and delete the original message.
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