
I,___________________________, hereby authorize _____________________________to

release to_________________________________________________________________

___________________________________________________________________________________________ .

The following information contained in the patient record of ________________________

born______________, residing at ______________________________________________

� The entire medical record.
� Mental Health Treatment Records
� Alcoholism Treatment Records
� Drug Abuse Treatment Records
� HIV/Acquired Immune Deficiency Syndrome (AIDS) Records
� Laboratory Reports
� X-ray Reports
� Operative Notes
� Other_____________________________________
The above information can be released during the following period of time: From:________to________

The purpose(s) of the authorization (are)_________________________________________________


