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Patient Name____________________________________         D.O.B. _______/________/________ Address   __________________________________________________________________________ Phone: ( ________)____________________________              SSN: ________-________-__________ 
Patient Email: ______________________________________________________________________ 

I authorize you to disclose the following specific medical information from Lockhart Matter Dermatology & Aesthetic Center by mail, email or fax to:

Doctor or Clinic Name: ______________________________________________________________
Address: __________________________________________________________________________
Phone: _____________________________________       Fax:________________________________

For the purpose of:  (  ) Transfer of Care (  ) Personal Request (  ) Continuation of Care (  ) PCP Request (  ) Transfer of Care (  ) Insurance (  ) Lawyer (  ) Other  ______________________________ 

My authorization extends only to those data elements/documents initiated below: 
_____Record of specific visit or date(s) __________________________________________________________ 
_____Copies of ALL Pathology Reports Only or specified date(s) ______________________________________ 
_____Progress Notes, History and Physical Exams ALL only or specified date(s) __________________________ 
_____Laboratory Studies ALL only (including HIV & other STD results) or specified date(s) _________________ 
_____Aesthetic/Cosmetic Notes, History, Physical Exams, Pictures
_____All of the above 
_____Statements of ALL billing charges or payments or specified date(s) _______________________________ 
_____Other (Must specify)____________________________________________________________________ 


This authorization is given freely with the understanding that: Any and all records, whether written or oral, are confidential and cannot be disclosed without my prior written authorization, except as otherwise provided by law. A photocopy or fax of this authorization is as valid as this original. I may revoke this authorization at any time, except where information has already been released. Lockhart Matter Dermatology, its employees, officers, and physicians are hereby released from any legal responsibility or liability for disclosure of the above information to the extent indicated and authorized herein. I understand that per the Texas State Board of Medical Examiners, I will be assessed a fee of $25 for the first 25 pages, .50 for each page thereafter, mailing costs and a $15 notary fee if required.  Records will be sent upon receipt of payment in full.  

______________________________________________                          _________/____________/___________
Patient or Guardian Signature				             Date
Susanne Lockhart, MD     Christie Matter, MD      Kyle Owens, MD        Kristine Kucera, PA-C
1030 S. Coit Road  Prosper, Texas  75078     Ph: 469-769-3376    F: 469-389-3376  
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