
  
NNOORRTTHH  RRAALLEEIIGGHH  EENNDDOOCCRRIINNOOLLOOGGYY  

AAllvvii  PPrriimmee  TTiimmee  CClliinniiccss  PPLLLLCC  
1111000099  IInngglleessiiddee  PPllaaccee,,  SSuuiittee  220044,,  RRAALLEEIIGGHH,,  NNCC  2277661166  

PPHHOONNEE::  991199--884444--66221188      FFAAXX::  991199--884477--55669999  
 

 
 

 
Information Release Authorization 

 
Physicians Name:  _______________________________________________ 
 
Address:  _____________________________________________________ 
 
City: ____________________   State:  _____________   Zip:  _______________ 
 
Phone:  _________________________  Fax: ____________________ 
 
I hereby consent to the release and disclosure of my personal health information to: 
 

NORTH RALEIGH ENDOCRINOLOGY 
1111000099  IInngglleessiiddee  PPllaaccee,,  SSuuiittee  220044,,  RRAALLEEIIGGHH,,  NNCC  2277661166  

PPHHOONNEE::  991199--884444--66221188      FFAAXX::  991199--884477--55669999  
 
For the following purpose: □ Referral   □ Physician Change □ Second Opinion  
 
Other: _________________________________________________________________ 
 
This release authorization includes my personal health information consisting of the 
following:  
 
□ All Records □ Information for date of service _______________ □ Diagnosis ________________ 
 
Other: _________________________________________________________________ 
 
I understand that the information outlined in this release will be disclosed according 
to the instructions of this release within thirty (30) business days of North Raleigh 
Endocrinology having received this release authorization.  I understand that I am 
free to revoke this release authorization at any time by notifying the practice in 
writing.  I also understand that the information disclosed under this release is 
subject to re-disclosure and no longer protected by the Privacy Regulations (45 
C.F.R. 164). 
 
 
 
 
Patient Name 
 
 
 
Signature    Date of Birth    Date   


