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I Hereby Authorize:
(NAME or PERs'o’N/F’Ac'lmv RELEASING INFORMATION)

To Release to:
(Name and Address
of Person Receiving
Information - e.g.
Doctor/Lawyer]
Insurance Co.)

 

 

  

  

  

 

  

    

  

    

  
  
  
    

 

    

Information to be
Released:

  

Date(s) of Treatment:

 

Patient's Name (PRINT):
(LAST NAME)

Patient’s Address:

 

Patient’s Date of Birth:
(YYYYIMIWDD)

Patient’s DLa'me Telephone Number(s): i

Signature of Patient o_r
Authorized Representetgdllweg ‘

Relationship to the Patient
(If not the patient)
Signature of Witness:

  

Print name of Witness:
Notes:
1. This‘ authonza'tion is valid' fora period of 90‘ days.

wnti"ng d‘un'ng that penod' except where action“ has MAW” V
2. This authonzah"on must contain: .~ ~ .

a) The slg‘natwe ofthe patie'nt (ea‘pab_ie,“'lngbli§lfiugal ‘
b) Thesag‘natureofapersonwho; is “ 'u

accompaniedby a lettereom

 

  

      


