RELEASE OF INFORMATION

I, , HAVE PROVIDED A COMPLETE AND UP TO
DATE LIST OF ALL OF MY CURRENT PHYSICIANS IN THE LIST BELOW ALONG WITH THEIR
PHONE NUMBERS AND SPECIALTY. | AM AUTHORIZING TEXAS RECOVERY SUPPORT AND
ALL OF THE PHYSICIANS LISTED TO CONSULT AND COMMUNICATE FREELY REGARDING
MY PROGRESS, PRESCRIPTIONS AND ANY ISSUES THAT MAY AFFECT MY HEALTH, SAFETY,
RECOVERY PROGRESS AS DEEMED APPROPRIATE BY TEXAS RECOVERY SUPPORT AND/
OR THE PHYSICIANS | HAVE LISTED BELOW. | UNDERSTAND THAT THIS SUPPORTS MY
CONTINUITY OF CARE AND MAY INCREASE THE QUALITY OF SERVICE | RECEIVE AS A
WHOLE.

[ UNDERSTAND THAT | DO NOT HAVE TO SIGN THIS RELEASE AND IF | CHOOSE NOT TO |
MAY SPEAK WITH MY PHYSICIAN OR CONTACT MY INSURANCE COMPANY FOR ALTERNATE
REFERRALS. | ALSO UNDERSTAND THAT ADMISSION INTO THE TEXAS RECOVERY
SUPPORT SERVICES REQUIRES A COMPLETE AND UP TO DATE RELEASE OF
INFORMATION.
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