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REQUEST FOR INFORMATION
Fax to (281) 391-7510
ELITE WOMEN'S CARE CENTER, PA
23920 Katy Freeway, Ste.470, Katy, TX 77494
Office (281) 391-7500

By signing this form, | hereby provide authorization for release of my confidential health information to Elite
Women's Care Center, PA. | consent to the release of my medical records, including information regarding HIV/AIDS,
Mental Health, Alcohol and/or Drug Abuse to the aforementioned Elite Women’s Care Center, PA. My authorization
releases the provider of this information from any liability for complying with this authorization.

Patient / Guardian Authorization Signature Date of Authorization

PLEASE COMPLETE REQUESTED INFORMATION IN ITS ENTIRETY

SPECIAL INFORMATION REQUESTED: SPECIFY TIME PERIOD REQUESTED (Please Check One)

Physician Name: Phone#

Physician Address:

DATE OF SERVICE: FROM - TO

___HISTORY & PHYSICAL ___PATHOLOGY ___ALLRECORDS
___PROGRESS NOTES ___ OPERATIVE REPORTS ___IMAGING
___LABORATORY RESULTS ___PRENATAL RECORDS

Patient Name: SS No.

Address:

City, State, ZIP:

This and any accompanying documents in this transmission may contain confidential health information that is legally privileged. If
you are not

the intended recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents
of these

documents is strictly prohibited. If you have received this information in error, please immediately notify the sender and arrange for
the return

or destruction of these documents.



