Release of Information Consent Form

I hereby authorize:
Name of Provider/Organization:

| |

Address:

To release mformation to:
Name of Recipient/Organization:

| |

Address:

| |

Purpose of disclosure:

| |

Information to be released (check all that apply):
I_ Medical Records

r Billing Records

[ Other (specify): ’ ‘

This authorization will expire on:

| |

Signature:

Date:
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