Tehmina Sami M.D P.A.
13440 University Blvd, Ste 180
Sugar Land, TX 77479

Phone: 281-994-7911
Fax: 281-994-7921

Family Medicine

Release of Health Information

Tehmina Sami M.D P.A. and its staff adhere to a policy of not releasin§ protected health information to individuals other than the
patient. Ifyou choose, you can designate others toreceive your health information (check or put N/A below).

[ authorize Tehmina SamiM.D P.A.torelease protected healthcare information about myselfto the following individual:

Name: Relationship:

[understand thatthe information in my health record may include information relating to sexually transmitted disease, acquired
immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may alsoinclude information about behavioral or mental

services,and treatment foralcohol and drug abuse.

[understandthatlcanrevoke orterminatethisauthorizationbysubmittingawrittenrevocationtothe addresslisted belowexceptto
theextentthatdisclosuremadeingood faithhasalreadyoccurredinreliance onthisconsent. Ifneither federalnor Texas privacylaw
apply to the recipient of the information, I understand that the information disclosed pursuant to this authorization may be re-disclosed
by the recipient and no longer protected by federal or Texas privacy law.

I, ,authorize Tehmina SamiM.D P.A.toregisterandrelease myimmunizationrecords to authorized persons/entities
(Self/Parent/Guardian)

Signatureof Patient, Parent or Legal Guardian Date

RECEIPT OF OFFICE POLICIES & PROCEDURES AND PRIVACY NOTICE

Thavereceived/reviewed acopy ofthe Tehmina SamiM.D P.A."Office Policies and Procedures for Our Patients" and "Notice of Privacy
Practices" and the PatientBill of Rights.

Signatureof Patient, Parent or Legal Guardian Date

CONSENT TO TREAT

[,theundersignedvoluntarily give consenttomy TehminaSamiM.D P.A.medical professionaltoprovideand performsuchmedical/
diagnostic/minor surgical treatment (s) and/or services as deemed advisable and necessary for the Diagnosis and/or treatment of my
condition(s)ortomaintainmyhealth.lamawarethatthepracticeofmedicine is not an exact science and [ acknowledge that no
guarantees havebeen made tome as aresult oftreatmentorexamination in the office.

Signature of Patient Date
Complete this ONLY if patient is a minor
[ amtheparent/guardian of .Thave the legal right and responsibility to obtain and consent to

medical and surgical treatment for this patient. I voluntarily authorize and consent to such medical care and treatment that Tehmina Sami
M.D P.A. medical professional believes is necessary for this child. I understand that by signing this form, and by bringingthis child to this
medicaloffice for care, lam givingpermissionto the doctors and other healcareproviders in this office to provide treatment to this

patientaslongashe/sheis a patient of this medical practice.

Signatureof Patient, Parent or Legal Guardian Relationship



