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o Madical Records
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Authofization for Disclosure of Health Information

-7

1o release medical informanon from the

I hereby authorize e _ L
{Name of Insuunon)

records ot

Patient Name: DOB. . S5 .
Co\fering the period(s) of care (liEapfiicdble dates o treatmeant). . _ U
- : S

Informarion to be disciosed ceheck all applicable items w be r=izased, for a compiets chart copy, place a check in all buxes)

| Discharge Summary ] ER Record Prooress Note

O Discharge Instructions O Xray Reports Medicaticn Records
History and Physical = Lab Reports _ Doctor's Orders
Consultanons EKG/ECG Tests = Nurse's Notes

O Onperative Report - Therapy Notes

IT

Othﬁf {piease spzcify)!

I understand that this will include information relating 1o (eheck if apslicable to the patients records;
AMDS/HIV G Psychiamric Care/Trearment T Trearment for Drug or Alcohol use/abuse

This information 1s tho be disclosad 1o

Name of Person or Insutution: ) - _
Address: __ . o

Cit}"/StatEIZﬁp Code: o S Phone # (for questions’: . L

For the purpuse oI (rmquueg) e _

T understand that this authorization may be revoked in writng a any time, except (o the extent thal action has already beer taken w comely with this
A
request, This authorization will automatically expire in stx (8) months unless otherwise revoked or indicaled to expire on _ {date

not 1o exczed six months). In accordance with PA state law, I undersiand that there is a fee for obtaining copies of racords, P*x.dcgt Tor copias malied

dirgetly to a hegiicare faciliyd or physician, and I agree to pay such charges.
[

XKoo

(Signaturz of patient or Guardian} {Kealatonship to Patient} {daie)

(Signature of Witness) {date}

Verbal Release of Mental Health Information:

Verbal Consent to Release mental health information 1s a
2 and'verhal consent is wimessed by two persons.

ceptable if the patient is phvsically unable to provide a

signamr

17

We, the undersigned, cerdfy that was physically unable 1o provids
he/she understiood the natere of thus release and freely gave his/her consent

2 signature, that

a2 [Wiinzss)
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