21600 Harper Ave, Ste 100, St. Clair Shores, M| 42080
Phone: 526-800-1001, Fax: 586-800-1002

AUTHORIZATION FOR RELEASE OF MEDICAL RECORD INFORMATION

Patient Name: Date of Birth:
Phone: H) ' Phone: W)
Address: w; State/Zip:
Please Note: Copy Fee May Be Charged For Medicai Records
Above isted patient authorizes the following healthcare faciiity to make record disclosure:
Facility Name: Faclifty Phonea:
Facility Address: Facllity Fax:
City, ST, Zip: _
Dates and Type of information to disciose: Vi pLupas of olcese i
T3 2 yaars prier from last date seen T Change of Insurance or Physician
O Dates Other } Cortinuation of Care (e.g., VA Mad O)
O Spacific Information Reguestad: T Referral -
O Other

RESTRICTIONS: Only medical records originated through this healthcare facility will be copied uniess otherwise
requested. This authorization is valid only for the release of medical information dated prior to and including the date
on this authorization uniess cther dates are specified.

T understand the information in my health record may inciude Information reiating to sexually transmitted disease,
acquired immunodeficency syndrome (AIDS), or human immunodeficiency virus (HIV). It may aisc include

information about behavioral or mental heaith services, and treatment for aicohol and drug abuse.
This information may be disclosed and used by the following individual or organization:

= M}L&uu, o e
Address: 1600 Harper Ave, St 1TV
_%!. Clair Shares, MT 40000

City, St=te, Zip: :EE . (586) 800-100] = o |

T Tl H e

1 understand 1 may revoke this authorization =t any time. I understand that if I revoke this authorization I must do so in writng
and present my written revocation to the heaith information management department. I understand that the revcaation will not
apply to information that has aiready been relessed In response to this authorization. 1 understand that the revocation will net

apply to my insuranca company when the law provides my insurer with the right to contest a claim under my policy. Unless

otherwise revoked, this suthorization will expire on the following date, event, or condition:

lﬂftﬂulpudfymmmﬂmHMmﬂrwﬂuﬁﬂmwﬁnﬂuiwrMhMﬂnm. __
I understand that sutherizing the disclosurs of this health Information is voluntery. 1 can refuse to sign this authorization. I need

not glign this form In order o assure Teatment. I understand that T may inspect or obmin a copy of the information t© be used or
disciosed, as provided In CFR 184.524, [ understand that any cSCiosure OF Infonmaton camhes will [ he poteroal ror an

unauthorizad redisclosure and the information may not be protacted by federal confidentiaiity rules. If I have questions bout
disclosure of my health Information, I can cortact the authorized indhvidual or crgenization meking disciosure.

I have read the sbove foregoing Authorization for Releass of Information and do hereby aciknowiedga that I am
familiar with and fully understand the terms and conditions of this authorization.

X

Signature of Patient / Parent / Gusrdian or Authorizad Regresemtztive Dat=
{Guardizn or Authorized Represeniytve must attach documantation of such samue.)

Srimtad name of AUthorzed Recresenztve Reaticnshiz / Capadity to patient




