
 
 

AUTHORIZATION FOR RELEASE OF FERTILITY CLINIC MEDICAL 

INFORMATION, DISCLOSURE OF LAB TEST RESULTS, AND/OR 

PATIENT TREATMENT INFORMATION TO PARTNER/SPOUSE 

 
 

Name of patient:__________________________________ Medical record no._____________________ 

     
Last Name   First Name      Initial 

 

_____________________________________________________________________________________ 
Address    City   State   Zip Code 

__________________________________________ Date of Birth:____________________________ 

 

I, ________________________________________, hereby authorize: 

 

John H. Kim, M.D. 

Integrative Fertility and Women’s Health 

747 Altos Oaks, Suite 1 

Los Altos, CA 94024 
 

To release to: _________________________________________________________________________ 

  
Name of receiving person (Partner/Spouse)   Telephone Number             

           _________________________________________________________________________ 

 
Address 

           _________________________________________________________________________ 

 
City     State    Zip Code 

 

All Infertility/Andrology Lab records and information pertaining to: 

 

□□  Medical Information Date:______________________ Signature:___________________ 

□□  Disclosure of Lab Test Results Date:______________________ Signature:___________________ 

□□  Patient Treatment Information Date:______________________ Signature:___________________ 

   

Duration: This authorization is effective on the day of signature and shall remain in effect until 

________________________  or one year from the date of signature. 

 

John H. Kim, M.D. 
LƴǘŜƎǊŀǘƛǾŜ CŜǊǘƛƭƛǘȅ ŀƴŘ ²ƻƳŜƴΩǎ IŜŀƭǘƘ 
www.integrativefertilitymd.com 

747 Altos Oaks Drive, Suite 1 
Los Altos, CA 94024                                        

Phone: 650. 559.8018 
Fax: 650. 559.8022 

info@integrativefertilitymd.com 
                                                                                         

 


