Matthew S. Lief, M.D., F.A.C.S,, P.A.

I, GIVE PERMISSIONDR. LIEF OR HIS STAFF TO LEAVE ANY
RESULTS OF MY TESTS OR EXAM WITH: (PLEASE CHECK ALAPPROPRIATE SPACES).

LEAVE MESSAGE ON ANSWERING MACHINE OR FAX AT HOHE
LEAVE MESSAGE WITH SPOUSE, FAMILY MEMBER

LEAVE MESSAGE WITH (NAME OF PERSON)
LEAVE MESSAGE ON ANSWERING MACHINE AT WORK
LEAVE MESSAGE WITH ONLY MYSELF BY PHONE OR FAX (INITIALS)

l, GIVE PERMISSIQRMY MEDICAL RECORDS TO BE FAXED OR
MAILED TO: (PLEASE CHECK ALL APPROPRIATE SPACES).

MY PRIMARY CARE PHYSICIAN

MY GYNECOLOGIST

ANY OTHER PHYSICIAN OR FACILITY THAT WILL BE ORIS INVOLVED IN MY CARE

DR. MATTHEW LIEF

MY INSURANCE CARRIER (INITIALS)

l, GIVE PERMISSIQRPR. LIEF OR HIS STAFF TO DISCUSS ANY
MEDICAL CONDITION WITH: (PLEASE CHECK ALL APPROPRIAE SPACES).

MY SPOUSE

MY CHILDREN

MY PARENTS

OTHERS, (INITIALS)

| HEREBY AUTHORIZE THE RELEASE OF ANY MEDICAL RECOBS NECESSARY FOR DR. LIEF TO
RENDER MEDICAL SERVICES BY SIGNING LIFETIME SIGNATBE BELOW.

PRIOR TO SIGNING THIS DOCUMENT, | HAVE READ, REVIEWD, BEEN GIVEN THE OPPORTUNITY TO
ASK QUESTION ABOUT, AND UNDERSTAND DR. LIEF'S CURR¥TLY EFFECTIVE NOTICE OF PRIVACY
PRACTICES, AND DO HEREBY AGREE TO ITS TERMS.

SIGNATURE TODAY'S DATE

MATTHEW S. LIEF, M.D.
9750 NW 38° STREET, SUITE 218
CORAL SPRINGS, FLA 33065
OFFICE NO. 954-755-3801 | FAX NO. 954-755-5229



