




















 
 
 

HIPAA AUTHORIZATION FOR USE OR DISCLOSURE 
OF HEALTH INFORMATION 

 
This form is for use when such authorization is required and complies with the Health Insurance Portability and 
Accountability Ad. of 1996 (HIPAA) Privacy Standards. 

Print Name of Patient   
 

Date of Birth:  SSN:  _ 

I hereby authorize and request my health record from:  to disclose the 
following health information. 
□ - All my health information 

□ - My health information relating to the following treatment or condition: 
 

□ - Other: ___________________________________ 
The above party may disclose this health information to the following recipient. 

Prestige Family Medicine 
Shikha Shah, MD 

6200 Bradley Park Dr 
Columbus, GA 31904 

Phone: 706-691-8080 Fax: 888-905-2571 

The purpose of this authorization is (check all that 
apply): □ - At my request. 

□- Other: Continuity of medical care 
This authorization ends: 

□ - On (date), or one hundred twenty days. 

II.. My Rights 
I understand that I have the right to revoke this authorization, in writing, at any time, except where uses or disclosures 
have already been made based upon my original permission. I may not be able to revoke this authorization if its 
purpose was to obtain Insurance. In order to revoke this authorization, I must do so in writing and send it to the 
appropriate disclosing party. 

 
I understand that uses and disclosures already made based upon my original permission cannot be taken back. 

I understand that it is possible that information used or disclosed with my permission may be re-disclosed by the 
recipient and is no longer protected by the HIPAA Privacy Standards. 

 
I understand that treatment by any party may not be conditioned upon my signing of this authorization (unless 
treatment is sought only to create health information for a third party or to take part in a research study) and that I 
may have the right to refuse to sign this authorization. 

 
I will receive a copy of this authorization after I have signed it. A copy of this authorization is as valid as the original. 

 
 

Signature of Patient:   Date:   
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STOP-BANG Sleep Apnea Questionnaire 

S  (snore) Do you SNORE? Yes No 

T  (tired) 
Do you often feel TIRED or sleepy 
during the daytime? 

Yes No 

O (observed) 
Has anyone OBSERVED you stop 
breathing during your sleep (even 
once)?

Yes No 

P  (pressure) 
Do you have or are you being 
treated for high blood PRESSURE? 

Yes No 

B  (bmi) 
Is your Body Mass Index (BMI) more 
than 35? 

Yes No 

A  (age) Is your AGE over 50 years old? Yes No 

N  (neck) 
Is your NECK circumference 16 
inches or greater? 

Yes No 

G  (gender) Is your GENDER male? Yes No 

The more Yes’s you have the more likely you are to have obstructive sleep 

apnea.  Speak with your healthcare provider about your results. 

Patient Name:________________________       Date:________________
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