A. Etoile Davie, M.D., Inc.
Alisa A. Bromberg, M.D.
C. Mimi Shim, M.D., Inc.
970 Monument, Ste 220
Pacific Palisades, CA 90272
Phone: (310) 454-2296
Fax: (310) 454-2295

Authorization for Use and Disclosure of Medical Information
This authorization allows the health care provider(s) named below to release confidential medical information and records.

Authorization
I hereby authorize: _________________________________________________________
                              Physician Name                             Phone                     Fax           
                    ________________________________________________________________________
  Address                                      City                                State                 Zip Code

To release information regarding my minor child(ren) (names listed below) medical history, illness or injury, consultation, prescriptions, treatment, diagnosis or prognosis, including      x-ray, correspondence and/or medical records by means of mail, fax, or other electronic methods (if available). 

Patient name:_________________________________Date of birth__________
Patient name:_________________________________Date of birth__________
     Patient name:_________________________________Date of birth_________
Patient name:_________________________________Date of birth__________
To:                ____________________________________________________
                     Name
                     ____________________________________________________
                     Address
                     ____________________________________________________
                     City                                                    State                 Zip Code
This authorization is:
[   ] Unlimited (all records, excluding substance abuse, mental health, HIV diagnosis/Treatment)
[   ] Limited to the following medical information: ________________________

Restrictions
Permissions for further use or disclosure of this medical information is not granted unless another authorization is obtained from me or unless such disclosure is specifically required or permitted by law. 

A photocopy of facsimile of this authorization shall be considered as effective and valid as the original.

I have been advised of my right to receive a copy of this authorization.

__________________________________________   ____________________        
Signature of Parent or                                                 Relationship to minor
     Legal/Personal representative

     ____________________________
     Date   
