
AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION (7/01/2026) 

 

This authorization may be used to permit a covered entity (as such term is defined by HIPAA and applicable Texas law) 
to use or disclose an individual’s protected health information.  Individuals completing this form should read the form 
in its entirety before signing and complete all sections that apply to their decision related to the use of disclosure of 
their protected health information.   

Your medical records will only be provided to you by email.  Please be certain to give us the email  address 
where you want your records to be sent.  Having these records will allow you to provide copies to anyone who 
requests them in the future. 

Request Delivery:  ___ encrypted email - you will need the following password to open your encrypted records:  

Records2@26 – please make a note of this password - without it, you will 
not be able to open your records 

          ___ personal email *see VI and VII on next page    

Patient Information 

 Full Name: (patient name) _________________________ _____________  Date of Birth: ____________________ 

 Phone: (____) ______________________  Email: _______________________________________________ 

 

Return this completed and signed form to Collin County Pulmonary Associates (Dr. Timothy R. Chappell)            
by US mail to PO Box 940033, Plano, Texas 75094, through your patient portal (if you are enrolled) or by emailing 
it to drchappellmedicalrecords@ccpaplano.com. 

 

___ All medical records generated by Dr. Chappell’s office including patient history, office notes (note possible 
exclusions below), test results, radiology studies that Dr. Chappell ordered and reviewed, and records reviewed from 
other health care providers that were reviewed by Dr. Chappell as part of his treatment plan and diagnostic 
evaluation. 

___ Medical records from (insert date) _____________ to (insert date) ____________ 

___ Other 

Include: (Indicate by Initialing)      Reason for release of information:  
 _____ Drug, Alcohol or Substance Abuse Records                                 (Choose all that apply) 

_____ Mental Health Records (Except Psychotherapy Notes)   ____ Treatment/Continuing Medical Care 

_____ HIV/AIDS-Related Information     ____ Personal Use 

 _____ Genetic Information (including Genetic Test Results)      ____ Billing or Claims / Insurance 

         ____ Disability Determination 

            ____ School / Employment 

            ____ Other (specify): __________________ 
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The individual signing this form agrees and acknowledges as follows: 

(i) Voluntary Authorization: This authorization is strictly voluntary.  Treatment, payment, enrollment    or 
eligibility for benefits (as applicable) will not be conditioned upon my signing of this authorization form. 
 

(ii) Effective Time Period: This authorization shall be in effect the earlier of two (2) years after the death of the 
patient for whom this authorization is made or the following specified date:           
Month: __________          Day: __________          Year: __________ 
 

(iii) Right to Revoke: I understand that I have the right to revoke this authorization at any time by writing to the 
health care provider or health care entity listed above.  I understand that I may revoke this authorization 
except to the extent that action has already been taken based on this authorization. 
 

(iv) Special Information: This authorization includes disclosure of information related to DRUG, ALCOHOL 
and SUBSTANCE ABUSE, MENTAL HEALTH INFORMATION (except psychotherapy notes) CONFIDENTIAL 
HIV/AIDS-RELATED INFORMATION, and GENETIC INFORMATION unless I place my initials on the 
appropriate lines above for exclusion.  In the event the health information described above includes any of 
these types of information, unless I initial the corresponding lines in exclusion the section below, I 
specifically authorization release of such information to the person or entity indicated herein.   
 

(v) Signature Authorization: I have read this form and agree to the uses and disclosure of the information as 
described.  I understand that refusing to sign this form does not stop disclosure of health information that 
may have occurred in the past or that is otherwise permitted by law without my specified authorization or 
permission.  I understand that information disclosed pursuant to this authorization may be subject to 
redisclosure by the recipient and may no longer be protected by federal or state law.  
 

(vi) Unencrypted email: I accept and understand there is some level of risk that a third party could see your 
information without your consent when receiving unencrypted electronic media or email.  We are not 
responsible for unauthorized access to your medical records or any risks (e.g., virus) potentially 
introduced to your computer/device when receiving your medical records in unencrypted email.  In the 
event we are unable to send an email as requested, an alternative delivery method will be provided.  

 
(vii) HIPAA/Privacy: If the recipient of your medical records is not a health plan or health care provider, your 

medical record information may no longer be protected by federal privacy regulations. 
 
 

 Patient/Legal Representative: ________________________________________ Date: ________________ 

 If Legal Representative, relationship to Patient: __________________________________________________ 

 Witness (optional): __________________________________________________ Date: ________________ 



Medical Records 

 
Your medical records are confidential and will be managed as required by Texas Medical 
Board (TMB) policies governed by the Texas Medical Records Privacy Act (TMRPA) and 
Occupations code Chapter 159.  

Your original medical records will be kept in encrypted in electronic storage for seven years.  
Only our office will have access to this electronic storage location.   

One free copy of your medical records can be sent to another doctor or to you (or another 
person you designate on the written permission release form on file).  If you request a 
personal copy of your records, any future record requests for those medical records from 
third parties will be forwarded to you.  

To obtain a copy of any medical records we need a completed and signed medical records 
release form.  A copy of the release form can be found at pulmonologistplano.com.  

Once completed, the medical records release form must be returned to us in your patient 
portal or by email (drchappellmedicalrecords@ccpaplano.com). 

We no longer have a fax number.  The office is closed so hand delivery or courier is not 
possible.  The email (drchappellmedicalrecords@ccpaplano.com) is for medical records 
only.  We will not respond or communicate to any other email requests or questions. 

Once your signed medical records release form is received, we will then forward records by 
the method you selected on the release form document (at the bottom of page 1).   
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