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TLC Pediatrics of Frisco can assist you with a variety of services for your child. From 
well-child visits to sports physicals to developmental and/or behavioral concerns to 
feeding concerns to simple new parent questions; whatever your need or concern for your 
child our physicians and staff are available to help. This authorization is given freely with 
the understanding that: 

1. Any and all records, 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. I may revoke this authorization at any time, except where information has already 

been released. 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. Seth D. Kaplan, M.D., P.A., 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. 



 
Seth D. Kaplan, M.D. 

Leslie Katz Lestz, M.D. 
Medical Records Release Form 

 
 By signing this form, I authorize you to release confidential health information about me, 
by releasing a copy of my medical records, or a summary or narrative of my protected 
health information, to the person(s) or entity listed below. 
 
 
 
Patient Name:         
  
Limitations on the information you may release subject to this Release Form are as 
follows:  (Please list each child with date of birth on separate line) 
No limitations, please include records relating to psychiatry and/or behavioral visits. 
 
 
 
 
 
Release my protected health information to the following person(s)/entity: 
 
Name:   
 
Street:   
 
City:       State:    Zip: 
 
 
The reasons or purposes for this release of information are as follows: 
 
 
 
 
Patient signature (or parent, guardian or legal representative): 
 
____________________________________________________________________    
       
Date:  __________ 
 
I understand that you will provide this information within 15 days from receipt of 
request and that a fee for preparing and furnishing this information may be 
charged according to rulings set forth by the Texas State Board of Medical 
Examiners. 

HIV/AIDS:  I consent to the release of any positive or negative test result for AIDS or HIV 
infection, antibodies to AIDS, or infection with any other causative agent of AIDS with the rest 
of my medical records.    Initial:    Date:    


