
  

 

AUTHORIZED IN CONNECTION WITH 
In re: HONX, INC.,  

United States Bankruptcy Court for the Southern District of Texas 
Case No. 22-90035 (MI) 

LIMITED AUTHORIZATION TO DISCLOSE HEALTH INFORMATION 
(Pursuant to the Health Insurance Portability and Accountability Act “HIPAA” of 4/14/03) 

TO:               

Patient’s Name:             

Former/Alias/Maiden Name of Patient:          

Patient’s Date of Birth:            

Patient’s Social Security Number: __ __ __ - __ __ - __ __ __ __ 

I         , hereby authorize you to release and 
furnish to        and/or their duly assigned agents, including  
    , copies of the following information.  The records requested are for 
the time period of ten (10) years prior to the date on which this authorization is signed and may 
include, but are not limited to: 
 

• All medical records, including inpatient, outpatient, and emergency room treatment, 
physician’s records, surgeon’s records, physical information, operating room records, 
discharge summaries, progress notes, patient intake forms, nurses’ notes, therapists’ 
notes, social worker’s records, all clinical charts, reports, documents, correspondence, 
test results, statements, questionnaires/histories, office and doctors’ handwritten notes, 
and records received by other physicians.  

• All autopsy, laboratory, histology, cytology, pathology, immunohistochemistry 
radiology, nuclear medicine, radiation therapy, CT Scan, MRI, echocardiogram, and 
cardiac catheterization reports.  

• Copies of x-rays, mammograms, myelograms, CT scans, MRI films, photographs, bone 
scans, and any other radiological, nuclear medicine or radiation therapy films, cardiac 
catheterization videos/CDs/films/reels, and echocardiogram videos.  

• All pharmacy/prescription records including NDC numbers and drug information 
handouts/monographs.  

• All billing records, including all statements of account, itemized bills, invoices, and 
insurance records, relating to any examination, diagnosis, treatment, periods of 
hospitalization, or stays of confinement. 

 
• Notwithstanding the broad scope of the above disclosure requests, the undersigned 

does not authorize the disclosure of notes or records pertaining to psychiatric, 
psychological, or mental health treatment or diagnosis as such terms are defined by 
HIPAA, 45 CFR § 164.501. 
 

1. To my medical provider: this authorization is being forwarded by, or on behalf of, 
attorneys for HONX for the purpose of civil litigation.  You are not authorized to discuss 



 

  2 

any aspect of the above named person’s medical history, care, treatment, diagnosis, 
prognosis, information revealed by or in the medical records, or any other matter bearing 
on his or her medical or physical condition, unless you receive an additional authorization 
permitting such discussion.  Subject to all applicable legal objections, this restriction does 
not apply to discussing my medical history, care, treatment, diagnosis, prognosis, 
information revealed by or in the medical records, or any other matter bearing on my 
medical or physical condition at a deposition or trial. 

2. I expressly request that all covered entities under HIPAA identified above disclose full and 
complete protected medical information.  I understand that the information in my health record 
may include information relating to sexually transmitted disease, acquired immunodeficiency 
syndrome (AIDS), or human immunodeficiency virus (HIV). 

3. I understand that I have the right to revoke this authorization at any time.  I understand that if 
I revoke this authorization I must do so in writing to   .  I understand the revocation 
will not apply to information that has already been released in response to this authorization.  
I understand the revocation will not apply to my insurance company when the law provides 
my insurer with the right to contest a claim under my policy.  Unless otherwise revoked, this 
authorization will expire three years after the date of signature of the undersigned below. 

4. I understand that authorizing the disclosure of this health information is voluntary.  I can refuse 
to sign this authorization.  I need not sign this form in order to assure treatment.  I understand 
I may inspect or copy the information to be used or disclosed as provided in CFR 164.524.  I 
understand that any disclosure of information carries with it the potential for an unauthorized 
re-disclosure and the information may not be protected by federal confidentiality rules.  If I 
have questions about disclosure of my health information, I can contact the releaser indicate 
above. 

5. A notarized signature is not required.  CFR 164.508.  A copy of this authorization may be used 
in place of an original. 

6. I have read this Authorization and understand it will permit the entity identified above to 
disclose protected health information to ___________________________. 

 

Signature of Patient or Personal 
Representative 

 Date 

Printed Name of Patient or Personal 
Representative 

  

If Personal Representative, Description of 
Authority 
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