fulgent Oncology

Authorization of One-Time Release of
Personal Health Information Form

Patient Information

LAST NAME ‘ FIRST NAME ‘ MIDDLE INITIAL
PREVIOUS LAST NAME (if applicable) ‘ DATE OF BIRTH (MM/DD/YYYY)
STREET ADDRESS ‘ PHONE

CITY ‘ STATE ‘ ZIP

Name of Requestor (if different from patient)

NAME OF REQUESTOR

RELATIONSHIP TO PATIENT [ | Self [] Parent [ | Legal Guardian (attach legal documentation)

|:| Other (specify and attach legal documentation)

Requested Information
| hereby authorize Fulgent Oncology to release the following information for the above named patient:

|:| Statement Cost From to |:| Medical Records From to

|:| Other health information (please specify) From to

Delivery Method

This information will be sentto [ ] Patient [ ] Facility [ ] Other

NAME/ATTN

ORGANIZATION/ENTITY (Optional)

[ Email [] Fax

Purpose

The purpose of this Authorization is

|:| At request of patient |:| Required or requested by recipient for purpose of

[] other

Expiration & Agreement

Authorization will expire 90 days from the date this Authorization is executed.

| understand that | have a right to revoke this Authorization at any time. This revocation will not affect any uses and/or disclosures already made based on this Authorization before the
revocation is received by Fulgent Oncology. The revocation must be in writing and mailed to the address below. | understand that Fulgent Oncology may not condition any treatment,
payment, enrollment or my eligibility for benefits on my signing this Authorization. | understand that the information used and/or disclosed pursuant to this Authorization may be redisclosed
by the recipient and may no longer be protected by federal privacy law.

| certify that the foregoing information is true and correct.

SIGNATURE X DATE

PRINTED NAME

If signed by someone other than the above named patient, please describe your legal authority to act on behalf of the patient and, if applicable, attach supporting documentation.

WITNESS SIGNATURE X DATE

WITNESS PRINTED NAME

4207 E. Cotton Center Blvd., Phoenix, AZ 85040 | fulgentoncology.com | info@fulgentoncology.com | ClientServices 1.888.354.8168 | Billing 1.888.FULGENT | Fax 1.855.856.0655
2023 © Fulgent Genetics. All Rights Reserved. D# ONC-Form-PHI Release-2023-V1



	Name 16: 
	Name 19: 
	Name 21: 
	Name 23: 
	Name 26: 
	Name 27: 
	Name 28: 
	Name 34: 
	Name 35: 
	Name 36: 
	Name 37: 
	Name 38: 
	Name 39: 
	Name 40: 
	Name 41: 
	Name 42: 
	Name 44: 
	Name 45: 
	Name 47: 
	Name 46: 
	Name 43: 
	Name 30: 
	Name 32: 
	Name 29: 
	Name 31: 
	Name 33: 
	Name 24: 
	Name 17: 
	Name 18: 
	Name 20: 
	Name 22: 
	Name 25: 
	Check Box 1: Off
	Check Box 4: Off
	Check Box 5: Off
	Check Box 7: Off
	Check Box 6: Off
	Check Box 8: Off
	Check Box 11: Off
	Check Box 12: Off
	Check Box 13: Off
	Check Box 14: Off
	Check Box 15: Off
	Check Box 9: Off
	Check Box 10: Off
	Check Box 2: Off
	Check Box 3: Off


