
MAGNOLIA GASTROENTEROLOGY CLINIC 
MAGNOLIA ENDOSCOPY CENTER 

AUTHORIZATION FOR RELEASE OF INFORMATION 
 
Due to new Health Information and Patient Confidentiality Rules and Regulations, it is mandatory for all Physicians and 
Healthcare Professionals to obtain patient consent regarding the release of your medical information.  In general, the 
HIPPA privacy rule gives individuals the right to request a restriction on the use and disclosure of their protected health 
information (PHI).  The individual also has the right to request confidential communications or that a communication of 
PHI be made by alternative means, such as sending correspondence to the individual’s office instead of the individual’s 
home. 
 
This form will allow Dr. Corder and Britney Coleman Tucker, NP-C to obtain your medical information for the sole 
purpose of caring for you as his patient.  From time to time, it may become necessary for Dr. Corder or a designated 
employee to send you for tests, lab work, etc. and this form will enable us to retrieve results of said tests from facilities 
such as MRHC, the imaging Center, or perhaps a referring physician. 
 
I also authorize to obtain a medication history for the below referenced patient from Community Pharmacies and/or 
Pharmacy Benefit Managers for the purpose of Continued Treatment. 
 
I wish to be contacted in the following manner (check all that apply) 
 
 Home/ Telephone _______________________   Written Communication 
  I authorize phone messages to be left with detailed information   O.K. to mail to my home address 
  Leave a phone message with call-back number only   O.K. to mail to my office address 
 O.K. to fax to this number _____________________ 
 
I authorize the release of my medical records in their entirety to the following facilities and/or persons: 

Dr. Fred Corder, MD 
Magnolia Gastroenterology Clinic, LLC 
Magnolia Endoscopy Center, LLC 

Other: __________________________________________________ 

Other: __________________________________________________ 
 
I further authorize the following persons to receive my personal medical information and /or records in the event that I am 
hospitalized or are unable to obtain my medical records in person.  Please name one or more persons below who you 
authorize to obtain your medical records and/or to receive your personal medical information (for example:  test results, 
appointment verifications, surveys regarding your medical care at our facility, etc)  These persons include your spouse, 
child, family member or any other person whom you authorize to receive your personal medical information .   If you do 
not want your health information to be released to anyone other than yourself, then please check the appropriate box 
indicating your choice. 
 
I, __________________________________, authorize the release of my medical records in their entirety to the following 
individuals: 
 
Name____________________________________ Relation ____________________ Phone: ____________________ 
 
Name____________________________________ Relation ____________________ Phone: ____________________ 
 
Name____________________________________ Relation ____________________ Phone: ____________________ 
 
 
Patient’s or Legal Guardian’s signature: ________________________________________Date: __________________ 
 
 
 
            Revised & Approved 9/23/2016 
 


