ADULT AND PEDIATRIC UROLOGY ASSOCIATES, INC.
AUTHORIZATION AND CONSENT FORM
CONSENT

I give my consent to allow Dr. Thomas R. Lanyi to use or disclose my Protected Health

Information (PHI) for treatment, payment or healthcare operations in accordance with the HIPAA regulations.

Signed

Dared

AUTHORIZATION

I Authorize disclosure of my medical records to the following people:
NAME RELATIONSHIP
From this date forward

Signature




