SUMMIT SENIOR LIVING LLC
Medical Information Release Form 

(HIPAA Release Form)


Name: ___________________________________________ Date of Birth: _____/_____/_____


Release of Information

☐    I authorize the release of information including the diagnosis, records; examination rendered to me and claims information. This information may be released to:
     ☐ Financial POA _____________________________________________________________
     ☐ Healthcare POA ____________________________________________________________
     ☐ Spouse ___________________________________________________________________
     ☐ Child(ren) _________________________________________________________________
     ☒ Other ________SUMMIT SENIOR LIVING, LLC___________________________________
☐   Information is not to be released to anyone. 


This Release of Information will remain in effect until terminated by me in writing.

Signed:________________________________________________Date:______/______/______
Witness:_______________________________________________Date:______/______/______
