AUTHORIZATION FOR RELEASE OF HEALTH RECORDS

! hareby authorize Targst Clinics fo copy and release (o:

' {printed name of gusst/lagai reprasentative}

RECORDS DEPOSITION SERVICE
{Facility, physlician, parson, ele.)

P.O. BOX 5054 248-357-3330
(Strest address) (Phana)

SOUTHFIELD, Mi 48086-5054
(City, slate and zlp code)

the fallowing health records:
All Recards Immunizations Laboratory racords

X__Other health records {pleasa provide description):
ENTIRE MEDICAL FILE

| am requesting this information regarding treatment and services recelved from to
for the purposse of. PRE-TRIAL DISCOVERY.

Released infarmation shouid be:
Malled to the address above

X _Faxed to the following number; 248-357-3337

{ recognize that these records and the informatlon contained in them are confidentlal and may be protected
by federal andior stale laws. | understand that the information disclosed o the person identifled abova could
be disiributed by that individual without Target's permission and will not hold Target liable for any
unauthorized disclosures made by this Individual. This autharization wiil be valid for six (6) months, but may
he revoked In writing at any time by submitting a written request to my local Target Cilnic. | have retalned a
copy of this authorizaflon for my raecords.

(Gusst's/Lagal Representalive’s Signature and Date)

(Guast's Date of Birth)

1f you are requesting records of anolher person who Is unable to sign this autharization you must also cerlify
your authority to act as fallows:

I heraby cerify that | am authorized to act for the individual whose records ara 1o ba released pursuant to
this authorizafion. My authorization to act for this Individual is derived from (check applicable statemants):

Health Care Powaer of Attomey Legal Guardian
Qther (describe):

(Legel Reprasentative’s Signature and Dals)

Target Clinics reserves the right to request ideniification and/or supporting documentation and exercise ifs
discration in releasing the records of any individual to yau.



