
AUTHORIZATION FOR RELEASE OF HEALTH RECORDS

I,
(printednameofguest/legalrepresentative}

RECORDSDEPOSITIONSERVICE

(Fadl_ty,physlolan,person,etc.)

P.O.BOX5054 248-357-3330

(Streetaddress) (Phone)

SOUTHFIELD, MI48086-5054

(City, slate end zip code)

thefollowinghealthrecords:

,A!lRecords _ Immunizations ___, Laboratory records

Other healthrecords(please providedescription):

ENTIRE MEDICAL FILE

herebyauthorizeTarget Clinics to copyand release re:

I am requesllngthisinformationregardingtreatment and servicesreceivedfrom
for thepurposeof: PRE-TRIALDISCOVERY.

to ........

Released information should be:

Me,led to the address above

Faxed to thefollowingnumber: 248-357-3337

I recognizethat theserecordsand the Informatio.contained in themere confidential endmay be protected
byfederal andlorstate laws. I understandIhat the Information dbclosed to thepersonIdentified above could
be distributedby that individualwithoutTargst'spermissionand willnotholdTarget liablefor ally
unauthorizeddtsdosuresmade bythisIndMdua!. This authorizationwillbevefldfor six (6) months, but may
be revokedinwritingat any time bysubmittinga writtenrequestto my localTarget Clinic. I have retaineda
copy of thisauthorization for my records.

(Guest%lLegalRepresentative'sSignatureand Date)

(Guest's Dale of Birth)

If youare reque_ng recordsW another personwho Isunable to sign thisauthorizationyoumustatsocertify
yourauthorityto act as follows:

I herebycertifythat I am authorized toactfor the Individualwhoserecordsare to be releasedpursuantto
thisauthorization.My authorizationto actfor thisIndividualtsderivedfrom (checkapplicablestatements):

Health Care Power of Attomey
Other (describe}:

Legal Guardian

(Legal Represenfatlve'sSignature and Dale)

Target Clinics reserves the dght to request Idenl]ficatlon and/or supporting documentation and exercise Its
discretion in releasing the records of any IndMdual to you.


