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Tubal Reversal Center, LLC

Natchez Morice, MD, MBA, LLC
1216 N. Victor Il Blvd., Suite 100 Morgan City, La. 70380
(844)376-6742 Phone (866)702-0120 fax (985)-518-4449 Nurse Cell

Authorization to Release Medical Records

**Patient Phone #:
*E], who resides at in the city of

in the state of hereby authorize:
(If you have seen an Ob/Gyn before, please list their name below so that we may request your records from them.)

**Physicians Name: What year? Phone:
Address: City, St., Zip:

Physicians Name: What year? Phone:
Address: City, St., Zip:

To disclose the following specific medical information by X mail X fax to:

Physician: Natchez Morice MD
Name: Tubal Reversal Center, LLC
Address: 1216 Victor 1I Blvd, Suite 100
City, St., Zip: Morgan City, La, 70380
Phone: (844)376-6742 Fax: (866)702-0120

For the purpose of:  Continuing Care Transferring Care Consultation 2™ Opinion (circle one)

My authorization extends only to those data elements/documents marked below:
Prenatal Records and Deliveries
Copies of records or reports provided to the above named (hospital, lab, and clinic. Etc)
Progress notes
Photographs, videotapes, digital or other images
. Operative Notes & Discharge Summary
History and physical examination
Last 5 years of pap smear results
All of the above
X Other (must be specific) BTL: OPERATIVE NOTES & PATHOLOGY
Mental Health and or alcohol and drug abuse treatment
AIDS (acquired immunodeficiency syndrome) or HIV (human immunodeficiency virus) information
Hepatitis information

This authorization is given freely with the understanding that:

1.  Any and all record, whether written or oral or in electronic format, are confidential and cannot be disclosed without my prior written
authorization, except as otherwise provided by law.

2. A photocopy or fax of this authorization is as valid as the original.

3. 1 may revoke this authorization at any time, except where information has already been release. This authorization is valid for a one
year period from the date it is signed, or sooner if noted below. The revocation must be in writing. A revocation form is available
from the receptionist.

4.  Atchafalaya Ob/Gyn, its employees, officers, and physicians are hereby released from any legal responsibility or liability for disclosure
of the above information to the extent indicated and authorized herein.

5. Treatment, payment, enrollment or eligibility for benefits may not be conditioned upon obtaining this authorization.

6. Information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and is no longer

<

protected.
**Patient’s Signature (or guardian, if a minor) *+* D.0.B. **Patient’s Printed Name
**PDate: Exp Date: **Social Security #
(If other than 1 year)
Patient’s Personal Representative Witness

Please fax this sheet back with the records. Thanks




Patient information ** Appointment Date: Wt. Ht. BMI:

%

Patient: DOB: Age:__ Partner: DOB: Age:
Consult Date: Address:
City: State: le Phone:
Email:
Pharmacy: Pharmacy address:
1. How many times have you been pregnant(including miscarriages/abortions)?
2. What year did you have your last child? Patient: Partner:
3. What is your weight and height?
4. Are your cycles regular?
5. Medical problems/conditions: Patient: Partner:
6. Surgical history:
7. Current medications: Patient: Partner:
8. Are you allergic to anything:
9. Do you smoke? Patient: Partner:
10. How did you hear about us?
For nurse/staff to fill out
e G_ P__LC___AB Regular Cycle: N |: Alergies:
o Weight: Height: BML <35 |,35-39.99] |, 40-44.99] ], 45-49.99 | >50_]
e Smoker: Patient] ] Partner |
e Medical: Patient: PCOS| | DM | HTNI:', Anemia[', HepaticI:I, Renal]:l Endocrine]:l

Asthmal_], Pulmonary[ ], Bleeding disorder[ |, HIV[ | Other:

Medication(s): Patient: Partner:

Surgical history: T[] ], CDx___, Endometrial ablation[ | Abdominoplasty[ ],
Other:

Type of tubal: Unknown[l, Filshie[ | Hulka ], Pom/ParkD Cautery[_} Fimbriectomy[ | Falope[ |

Essure:|

Lengths: 0-1| |, 1-2] |, 2-3] |, 3-4[ | >4 Unknown
AMH,FSH, E2: SA:

Pt aware: TL Risk w/UNK TL| | Risk of shorter tubes NFP , Tubal reimplantation

incision below abdominoplasty incision

Aware BMI protocol{ _[Hormone/SA orders emailed: Agreement emailed:

For Dr. Morice to fill out

Good candidate: if labs WNL, SA WNL

Chx_

Watch BMI

Quit tobacco: Patient Partner

Extreme caution that wt/ht are measured correctly
May have shorter tube(s) cautery ectopic unknown
Will/may need NFP ectopic fimbriectomy

Only one tube but good candidate

Better candidate for IVF
Abdominoplasty MTR incision may be lower
Notes:

, MTR
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