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Authornzatlon to Release Medical Information.

Patient Name

s Date:

.llllqi, |

~

Social Security Number__ Date of Birth

I authorize the release of my health Information to:

Information to be released and Date(s) of Sewice '

Complete medlcal record (inpatient, outpatlent, Emergency)
Laboratory . - Pathology

Radiology (report, film) O slides

Operative Report - P

-Discharge Summary

Other____

ooooon

*I give my permlsslon for the following information to be released
(please check and initial ) .

O3  HIV related information_________

3  Alcohol/Drug Treatment informatlon

3 Mental Health______

D3 psychotherapy Notes_______
Reason for Disclosure

The Information Is being released for: N

Please Read

* This facility will not recelve ﬂnancual compensatxon In exchange for
usmg/dlscloslng the health information descrlbed :

o [ understand that I may refuse to sign this authonzatlon and that my
" yefusal to sign will not affect my abllity to recelve treatment or payment
or my eligibility far benefits. 1 may read or copy any information
‘used/disclosed under this authoriz?gon and I understand thereisa
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