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. Name: . SSN: . DOB:

)

Address: ' City: : State; Zp Code:

( P
" I. General Release,

I hereby authorize
of

: mdfsdosemequﬁmaﬁmsawhSécth
_ . o [Name and addrass of record sourcis 8.8, Employer] . _ _
" this Authofization for the period from e B , . The relessed infomation Is required for
litigation. | further authorize The MCS Group, Inc., a privats record reproduction company, upan presantation of this authorization or a copy -
thersdf, to photocopy such records as are rsasanably necessary for the above-state purposes,

Il. Health lhformation Release. 1 hereby authorize the disclosure of my healﬂi'hfunnaﬁon. as desciibed in this authotization:
" &) Person(s) authorized to disclose the infarmation: ‘ :

Meammmﬂmmm.hsmucal

b.) Information to be disclosed: The Information set forth in Section V of this Authorization. | understand that the health information may include
information pertaining to treatment of drug and alcohal abuse, mental health including without imitation psychiatric information, acquired
immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV), sexually fransmitted diseases, sick cell anemla traatment,
tuberculosis information o genetic Information. THIS INFORMATION WiLL BE RELEASED UNLESS | INDICATE OTHERWISE BY
CHECKING HERE: ___ ~ E . :

/€.) Person(s) authorized to recalve the disclosed information; The MCS Group, Inc. on behalf of:

—

{Name of MCS Cllar]

I further authoriza The MCS Group, Inc., a private record reproduction edmpény. upon presentation of this authorization or a copy iha‘eoﬁ o
Photocopy such records as are reasonably necessary for the above-state purposes. ] - .

d.) Pumose of this request At my request :
| &) Expiration Date: Unless otherwise revaked, this authorization wil expire one year afer the date of this authorization or later as Indicated hare

f.) Right o revoke: | undersfé-:d that | have the right to revoke this authorization at any fime by nofifying In writing sach Person Identified in
- Seclion (a). | understand that the revocation Is only effective after It Is recelved and logged by such Person, | understand that any disclosure
- mads prior to the ravocation under this authorization will not ba affected by the revocation, - .

| g.) Subsequent Disclosure: | understand that any disclosure of information may be subject to re-dsclosure by the mdpiént and may'na 'longa'be
protected by federal or state law. : : _ B
| R} tmpact on Medical Treatment: | understand that | do not need to sign this authorization o assyre any madical treatmant. .| understand that |

may inspect aridior copy-the information to be disclosed. | understand that authorizing this disclosure is voluntary. | understand that if | have
any questions about disclosure of my health Information, | may contact the privacy officer for each Person Identified n Section {a). )

: 'm. Signature/Certification,

Signature of Person Identified Above of his of her Authorized Representafive / Guardian - Date

BY signing tis authorzation, the Authorzad Representatve andlor Guarian warants i e or she has the authortty to act on behalf of the
person identied above on fhe basis oF B : |

———
—

——— " o : I
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