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Complé&on of his document athorizes the disclosure and use of health information aout y
Failure to provide all information requested may invalidate this authorization.

Patient Name: Medical Record #:
MailingAddress: Date iofhB
City/State/Zip Phone:

Pleas@OBTAINmymedicahformatioRROM | | Pleas&SENDmymedicahformationQ

Name of Provid@rganization Name

Telephone Number

Fax Number Fax Number

%00 & " % 3DSHU &RS\ % ( PDLO HQFU\SWHG BBBBE

| authorize the following information to be released:
D % 7KHROORBHE QWG SRHKWH DLAWKU PLOMF OB@ IDQIH V

BBBEBBEBBBEBBBBBBBBEBBBBBBBBBBBBBBBDBBDB BBBBEBEBH

E | specifically authorize release of the following information (check as appropriate):

%dMental Health Treatment Information (initial)
%dHIV Test Results (initial)
%Alcohol/Drug Treatment Information (initial)

1 R W $¢parate authorizatioeqgaired to authorize the disclosure or use of psychotherapy notes, as
in the federal regulations implementing the Health Insurance PAciadilitiabitity Act.
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