Patient Name; Date of Birth:

Pnone Number:

RELEASE RECORDS FROM: TO BE SENT TO:

DOCTORS CLMIC: JOCTIR CLINIC:

ADDRESS: ADDRESS:

FPHONE: PHONE __

FAXN: FAX: -

information to be disclesed (check ali that sppiy):

- Entire meadical record - Patnowogy Reports, -ast L yesrs
= Mos: recent Clinic Note, Date: =l Laboratory Tests, (@51 2 vears
- Clinicat Notes, jast 2 years = Other

Piegse do not send health infermeation related to {check ail that appivl:
= HIV (AIDS virus) O Drug/Alcohei Abuse  Sexually Transmitted Disease '5:0) O Mantal Heath

Ressan for disciosure:

= Transfer of Care - Relezse to Ancthes Physician J insurance Claim
3 Second Oplnlon/Consult - LegaifAttormey Review J Personai Use
= Other

i euthorize the use or disclosure of my hesith Infermation 23 describes soove for tne guroose
listed. | ynderstand that [ have the right ta withdraw permission for the release of my
information at any time. The revocation must be made in writing and wifl net sect information
that has already been used or disclosed. Unless revoked in writing soonar, this autharization will
expire 180 days from the date of signsturs below, | undersiand that this autharization s
veluntary and | may refuse te sign this suthorfzetion without affecting my heaith cars crthe
oayment far my heaith care.

Signeivre of Petlent or Legal Aepreseniasive Jate

Print Name (if other than patiert) Aelationship to Fatient

Aevisea: 25,2320
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