OQRTHOPAEDIC

Release of Information ¥ Recefred by
Today’s Date: {Initiak): =

1111 Leffingerell ME, Grand Rapids, M1 49525
Phone: {616) 459-7101 Fax: (616) 336-5042

Patient’s Full Name Date of Birth

Dayime Phone: Email 4d dress

Mailing &ddr ess (S eet, City, State, Zip)

I hereby authorize records FROM: To he Released TO:
Orthopaedic Associates of Mickig on o Paient
1111 Leffingwaell, ME B Other (Please complate name and address below)
Grand Rapids, Michigan 43525 Fax or mail complet od forms to:
PHOME: [(616)459-7101 FaM: (616) 336-5042 EECORDSDERPCOSITION SERIWVCE, MNC

Popox 0o SOUTHEIELD b1, 450565054
PHOME #: _ 245-357-3330  PRAX & _ 2458357-3337

Purpose of Disclosure: PRE TRIAL DISCOVERY

Self Personal Copl Trarsyer of Cortinuity of Care
Litigation Disabilins
IRFURIRCE Wark Cormp

Ok er

Description of Disclosure:

Fhusician Office Nates J-RauMR Repaorts |
O Pro cedi re Repares Lah/Path Repaorts |
Ceher

Date Range: Frorm:

Tox

Youam msporsibk to pay the copychames fee prortothe mlkease of eoonds.

. | understand that the imformation in my medical mcod may include information e Btine to sexually temsmitted dsease, acquired immunodefic e poy sy nd mme
[&10=], or hurman immunodeficie noy wirs [HIV). & mayako include informationabout behaviomlor mema| bealt hservices, and treatment forakoboland drue
abise.

*  Thi authoration will e pire ore wearfromt be date yoursiemature below, unks wous pec ifyan earlie rte mirgtion date. vou must e pew orsubmita new
authorimtionaftarthe expimtion date to continue the authorzation. Pleass |t the date of = pimtion if earlie rtlenone wear from the date of emec ution of this
dioC U e nt:

*  you hEwethe mght to revobe orte rmimate this authoizat ionat amy time by submitti ng a writte n equest to our Priv|cy Marmeger. Temirgtion of this
authorization will bz effer tiee Upon writte n notice, exce pt whe e 8 dEckbsure hes aleady been made based on prior authoreation.

*  The pactice places nocondition tosign thsauthoreationon the delive ry of healt hoare ortreatment.

* e hawe nocomtmol overthe peson(s) wou lEwve |Ebed to eoe e your protected health ifformation. Theefore, yourprotected bealth imformetiondisclosed
underthisauthoreation may no kbmeer b protec ted by the mquirememts ofthe Privacy Rule and will no lomeer be the es pomsibilityofthe practice.

I Fawe mad the information prowided on the mleae formand do be ke by acknowlkedee that lam familarwithand fully undestand the temms and conditiors of ths

aut horeation.
Fatientor Pep ese mMathe 5B ratues Cate
Frimted Mame FeBtioms hip [Yse P or & uthoreed Repese matmes COnby*)

*Legal pape nworkfor authorzed e presematices, including biological/adoptiee pamenis, lkealeemams and medical powe s of attorney, must be onfile.
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