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PHYSICIANS 
Alfred J. Fleming, MD 
Iain L. Grant, MD 
Akash Gupta, MD 
Jeffrey A. Hall, MD 
Mary C. Hart, MD 
Jeffery B. Hiltbrand, MD 
Steven M. Hirsch, MD 
Richard T. Irene, MD 
Lawrence Koegel, Jr., MD 
Howard W. Lowery, MD 
James D. Lowery, MD 
Thomas S. Main, MD 
Michael D. Martyn, MD 
Blaize O’Brien, MD 
David M. Powell, MD 
Cherie Ryoo, MD 
Ashish R. Shah, MD 
Adam C. Spiess, MD 
Evan J. Tobin, MD 
Darryl N. Willett, MD 
 
LOCATIONS 
555 S. 18th St. Suite 6B 
Columbus, OH 43205 
(614) 221-6789 
 
974 Bethel Road  Suite A 
Columbus, OH  43214 
(614) 538-2424 
 
4300 Clime Road Ste 100 
Columbus, OH 43228 
(614) 275-4300 
 
477 Cooper Rd. Suite 480 
Westerville, OH 43081 
(614) 882-5647 
 
6499 E. Broad St. Ste A 
Columbus, OH 43213 
(614) 755-5151 
 
444 N. Cleveland Ave. Ste 200 
Westerville, OH  43082 
(740) 368-5588 
 
551 W. Central Ave. Ste 202 
Delaware, OH  43015 
(740) 368-5588 
 
6670 Perimeter Dr. Ste 120 
Dublin, OH  43016 
(614) 889-8010 
 
BILLING OFFICE 
1810 Mackenzie Drive 
Columbus, OH 43220 
(614) 273-2250 
 
CENTRAL SCHEDULING 
 (877) 273-2230 
 
www.ohioENTdocs.com 

 

                                    Protected Health Information 
                                           Authorization Form 
 
I hereby authorize the use or disclosure of my individually identifiable health information as 
described below.  I understand that this authorization is voluntary.  I understand that if the 
organization authorized to receive the information is not a health plan or health care provider, 
the released information may no longer be protected by federal regulations. 
 
PATIENT NAME:__________________________________  DOB________________ 
 
Requesting physician’s name_____________________Fax # __________________ 
 
Requesting information from:  
 
________________________________________________________________ 
 
________________________________________________________________ 
 
Specific information being requested:  (Please indicate approx. date of information) 
 
_____X-Rays________________               ____Sleep Study_______________ 
 
____CT’s ___________________       ____OP Report_________________  
 
____MRI’s__________________               ____ Path Report_______________ 
 
____Office Notes____________           ____Other_____________________ 
 
 
This authorization shall be in force and effective until ___/___/______ (MM/DD/YYYY) at which 
time this authorization to use or disclose this protected health information expires. 
 
I understand that I have the right to revoke this authorization, in writing, at any time by sending 
such written notice to Cristina Randall, CPC, CHC at OhioENT.  I understand that a revocation 
is not effective to the extent that OhioENT has relied on the use or disclosure of the protected 
health information. 
 
I understand that information used or disclosed pursuant to this authorization may be subject to 
redisclosure by the recipient and may no longer be protected by federal or state law. 
 
 
____________________________________               __________________ 
Signature of patient or legal representative         Date 
 
 
Printed name of patient’s representative________________________________ 
 
Relationship to the patient:_____________________________________________ 
 

YOU MAY REFUSE TO SIGN THIS AUTHORIZATION 
OhioENT will not condition your treatment, payment, enrollment in a health plan or eligibility for 

benefits (if applicable) on whether you provide authorization 
for the requested use or disclosure.�


