
 

 

 

 

Sheridyn B. Breedlove, M.D.  Alison W. McAfee, M.D. 

Tiffany D. Moore, M.D.  Lisa M. Frees, M.D. 

2409 Acton Road, Suite 171 Birmingham, AL 35243 

Office: (205) 978-8245    Fax: (205) 978-8249 

 

Patient Name (Last, First, Middle): _________________________________________________________  

Date of Birth: ____________________________    Phone Number: ______________________________  

Address: _____________________________________________________________________________  

This authorization applies to all information. I understand that the information may contain 

psychiatric/psychological, alcohol/drug abuse, AIDS/HIV information and/or other sensitive health information for 

all treatment dates and I expressly consent to the release of all information.  

THE INFORMATION MAY BE RELEASED AS FOLLOWS:  

TO: Acton Road Pediatrics, LLC     FROM: ______________________________   

ADDRESS: 2409 Acton Road, Suite 171   ADDRESS: ________________________ 

Birmingham, AL 35243     _________________________________ 

PHONE: (205) 978-8245      PHONE: (___)______________________ 

 

I understand the information released will be limited to information necessary to fulfill the need or purpose for the disclosure. 

If I have authorized the disclosure of information to a recipient who is not subject to the Health Insurance Portability and 

Accountability Act of 1996 (HIPAA), then the recipient may re-disclose it and it may no longer be protected under HIPAA, a 

federal privacy law. This authorization is valid for ninety (90) days from the date of signature, unless otherwise noted. This 

authorization only applies to treatment occurring before the date of signature. I understand I may see and copy the information 

described on this form if I ask for it, and I may receive a copy of this form after I sign it. Before requesting medical record 

copies, please ask about the copy fee by law that may apply. I represent that I have authority to and voluntarily grant 

permission for the information to be released and described above. 

 

 ____________________________________________   ______________________________________ 

Parent/Legal Guardian (PRINT NAME)       DATE   Parent/Legal Guardian SIGNATURE 

 

____________________________________________   ______________________________________ 

Patient Signature if 14 or older      DATE      Witness Signature DATE 


