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AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

Pztient Name Date of Birth /|

I zuthorize and request that any and all medical information be released undar the followine conditions:
q g

1. Name and zddress of persons or organizations releasing information:
2 Nazme and address of persons or organizations receiving information:
3. Purpose or nesd torelease information: Contimuztion of Care -

NS

Information to be released:

3. Information may include any of the following, mless identifiad immediately 2bove see (4):
& Alcchol or drag abusg, or mextal health treztment miormation protected under Titls 42 of the
Code of Federal Regulztions Part [T,
b. Serious communicabls and infectious diseases as defindd by the Michigan Department of
Cornmunity Eealth Code, 1589, Actl 74, which includes Veneraal Diseases, Tuberculoss,
Humzn Immunodeficiency Vins (HIV), Ac quired Immnodeficiency Syridrome (AIDS)
ATDS-Related Complex (ARC) and Hepatiis ’
¢. Records and raports sent to:
or Dr./Drs.:
. stfoca‘qon °‘-f _Cc:msent:_ This consent is subject to revosation 2t any time, except to the extent
that release of information had already oceumred in reliance upon this request.
1 Duration of Consent: With i i
: £ : {OUL eXpress revocation, this consent shel ire at aar £
S Sl I, nsent shell expire at oze year from
Signatn 3 i sent i
gnature of Person Giving Consent Witness
el
Date

Revised 03022006 Relationship to Patient




