
PATIENT LABEL

PATIENT NAME

DATE OF BIRTH

ADDRESS

CITY STATE ZIP

PHONE

DESCRIPTION OF INFORMATION TO BE RELEASED OR TREATMENT DATES

PURPOSE OF AUTHORIZED DISCLOSURE METHOD

RELEASE TO PERSON/ORGANIZATION

ADDRESS

CITY STATE ZIP

INFORMATION TO BE RELEASED

 PERTINENT SUMMARY (includes all * items if contained in record)

My failure to thoroughly complete and sign this authorization may result in my information not being released.

SOCIAL SECURITY NUMBER

HISTORY NUMBER

AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION

60130200 (5/18)


