
 Midwest Fertility Specialists 
12188A N. Meridian St., Ste. 250 Bradford Bopp, MD 2514 E. Dupont Rd., Ste. 220 
Carmel, Indiana  46032 Matthew Will, MD Fort Wayne, Indiana  46825 
Phone (317) 571-1637  Erica Anspach Will, MD  Phone (260) 490-3456 
Fax (317) 571-9483 Kathleen O’Leary, MD  Fax (260) 490 4319 
 Glen Adaniya, PhD 
______________________________________________________________________________ 
   

Form:  277M 

Authorization for Use and Disclosure of Protected Health Information 
 

Last:                                                                            First:                                                            Middle: 

 
Other Name Used:                                                     Date of Birth:                                              SS#: 

 
Address: 

 
Home Phone: (            )                                                                          Work Phone:  (              ) 
 
 
□ I hereby request access to the protected health information in my health record from (date) __________ to (date) __________  

[  ]  Most recent Progress Note  

[  ]  Pathology/Lab Reports [  ]  Entire Health Record 

[  ]  U/S Reports [  ]  Other________________________________________ 

[  ]  Billing Records  

[  ]  I will pick up the copies of my records [  ]  Mail copies of my records to the individual noted below : 

Records From: Records To: 

Name: 

 

Name: 

Address: 

 

Address: 

Phone: 

 

Phone: 

Fax: 

 

Fax: 

 

Purpose of Request:   __patient’s request,  __dispute,  __referral,  __other: ___________________________________________________________ 

I understand: 

• I may revoke this authorization at any time by providing my written revocation to Midwest Fertility Specialists.  My revocation will not apply to 
information already retained, used or disclosed in response to this authorization.  Unless revoked, the automatic expiration date will be six (6) 
months from the date of signature. 

 
 
 
 
Signature of patient or legal representative                                                                                                                    Date 
 

• HIV and AIDS Information Authorization: Specific authorization is required for HIV-related information. Please sign below to release  this 
information 

 
 
 
Signature of patient or legal representative                                                                                                                   Date 

 


