MED

Authorization for Release and Request for Medical Information

| hereby authorize and request to furnish the protected health information of:

Name of Patient (Please Print):

DOB: Social Security #: Phone Number:

Address:

You may use or disclose the following health care information (check all that apply):
3 All my health information
Q Other:

Reason for this authorization:

Release Records FROM:
Name:
Address:
City: State:
Phone: Fax:

Send Records TO:
Name:
Address:
City: State:
Phone: Fax:

| have carefully read and understand the above, have had any questions explained to my
satisfaction, and do hereby voluntarily authorize disclosure of the above information about or
medical records of my conditions to those persons or agencies listed above.

Patient or legally authorized representative signature Date
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