Authorization to Disclose Information

I hereby authorize:

Name of Individual/Organization to Disclose Information:

| |
Address:

| |
Recipient of Information (Name/Organization):
| |

Information to be Disclosed:

| |

Purpose of Disclosure:

| |
Effective Date:

| |
Expiration Date:

| |

I understand that I have the right to revoke this authorization at any time in writing,

Signature:

|

Date:
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