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o Office 
o HistoryfPhysical 
o Pulmonary ......'''lU'.. Test 
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examine to 
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a.25 cent per page the are to be to a health care provider or 
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Patient cannot or 
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information disclosed to you from by 
regulations prohibit you any further it the 

specific written consent of the person to whom it or as otherwise permitted by such regulations. A general 
for the or information is not sufficient for purpose. 
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