
Walter D. Gracia, M.D., P.A. 
1204 5th Avenue 

Fort Worth, TX 76104 
 

 

 

 

Standard Authorization of Use and Disclosure of Protected Health Information 
 
 

Persons to Whom Information May Be Disclosed 
 
1. ______________________________________________ __________________________ 

   Name      Relationship 

2. ______________________________________________ __________________________ 

   Name      Relationship 

3. ______________________________________________ __________________________ 

   Name      Relationship 

 
(My medical history, laboratory, reports, x-rays, and any other material regarding medical 

consultation and treatment I received). 
 
 
___________________________________________  __________________________ 
 Print Patient Name / Guarantor    Date 
 
__________________________________________  __________________________ 
 Patient Signature / Guarantor     Relationship 
 
 
 
Right to Terminate or Revoke Authorization 

You may revoke or terminate this authorization, please see office staff. 

This authorization has been Terminate or Revoke Authorization 
 
On __________/ __________/__________ 
 
Patient Signature _________________________________________ 

Witness (office staff) __________________________________________ 

12/28/2012 


