
I have read this Authorization and understand that it will permit the entity identified above to disclose PHI to 
The Marker Group, Inc. and/or Nelson Mullins

AUTHORIZATION TO DISCLOSE MEDICAL INFORMATION 
(Required by the Health Insurance Portability and Accountability Act ---- 45 CFR Parts 160 and 164)

To:

I, the undersigned, hereby authorize and request the Custodian above-named entity to disclose to the agents or designees of the law 
firm of Nelson Mullins Riley & Scarborough, LLP, and/or to The Marker Group, Inc., any and all medical records, since _________, 
including those that may contain protected health information (PHI) regarding ___________________________, including records 
created after the date of signature. This authorization should also be construed to permit agents or designees of Nelson Mullins Riley 
& Scarborough, LLP and/or The Marker Group, Inc. to copy, inspect and review any and all such records. Records requested may 
include, but are not limited to: 

all medical records, physician's records, surgeon's records, pathology/cytology reports, physicals and histories, laboratory reports, 
operating room records, discharge summaries, progress notes, patient intake forms, consultations, prescriptions, nurses' notes, birth 
certificate and other vital statistic records, communicable disease testing and treatment records, correspondence, prescription records, 
medication records, orders for medications, insurance records, consent for treatment, statements of account, itemized bills, 
invoices and any other papers relating to any examination, diagnosis, treatment, periods of hospitalization, or stays of 
confinement, or documents containing information regarding amendment of protected health information (PHI) in the medical 
records, copies (NOT originals) of all x-rays, CT scans, MRI films, photographs, and any other radiological, nuclear medicine, or 
radiation therapy films and of any corresponding reports, all pathology/cytology specimens, slides, wet tissue, tissue blocks, 
pathology/cytology reports and requisition records, and any other materials in its possession relating to any and all medical 
diagnoses, medical examinations, medical and surgical treatments or procedures. I expressly request that all covered entities under 
HIPAA identified above disclose full and complete protected medical information. 

A copy of this authorization may be used in place of and with the same force and effect as the original. The purpose of this authorization 
is for civil litigation. 

NOTICE 

 The individual signing this authorization has the right to revoke this authorization at any time, provided the revocation
is in writing to Nelson Mullins Riley & Scarborough, LLP and/or The Marker Group, Inc.; 13105 Northwest Freeway,
Suite 300, Houston, TX 77040, except to the extent that the entity has already relied upon this Authorization to disclose
protected health information (PHI).

 The individual signing this authorization understands that the covered entity to whom this authorization is directed
may not condition treatment, payment, enrollment or eligibility benefits on whether or not the individual signs the
authorization.

 The individual signing this authorization understands that protected health information (PHI) disclosed pursuant to
this authorization may be subject to redisclosure by the recipients and that, in such case, the disclosed PHI no longer
will be protected by federal privacy regulations.

 The individual signing this authorization understands information authorized for release may include records that may
indicate the presence of a communicable disease.

 This authorization shall expire one year from the date of execution.
 This authorization does NOT authorize the requesting party (Nelson Mullins Riley & Scarborough, LLP, The Marker

Group, Inc. or their agents) to discuss the patient’s care, treatment or prognosis with recipient of this authorization.
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