
Palos Medical Group Behavioral Health - Consent for Release of Information

From; PMG BehavioralHealth
"t2255S. 80thAve #202

PalosHeights, IL 60463

Name:

D.O,B:

Having been fully informed of the circumstances in connections with this request, I hereby request and authorizeyou to
discbse the followinginforma{ion* [nyour record of services to me (or my child, ) to:

X

Admission Information

Discharge lnformationtSummary
Medication Records

. Physical Examinatbn
MedicalHistory
Social History
Psychological Evaluation/Testing
Psychiatric Evaluation
Insurance Disability Reports
SubstanceAbuse History
Treatment (Progress Notes)

TO: RECORDS DEPOSITION SERVICE, INC.

Name
120 W. MADISON STREET, STE. 300

Address
CHICAGO, IL 60602

City State Zip
312-553-8900

Phone
312-553-8901

Fax

Other: Please see enclosed Subpoena or Letter Request for information to be disclosed.

(Specify)

Typeof informationto bereleased:medical,psychiatric,psychological_cords or evaluationandler treatmentfor physicalandlor
emotional illnessincludingpasthistory,diagnosis,complicationsandresiduals,prognosis;progressnotes, medication,IQ scores,
treatmentplans, recommenda_ons,summaries0evaluationsand treatmentrecordsof ak_oholor drugabuse,recordsof HTLV-IIIor HIV
testing(AIDStest)resultsandAiDS treatment,

I herebyhave therightto inspectandcopythe informationto bedisc!osed,Theconsequencesof refusalto consentare:no
releaseof information

The purposefor this disclosureis: FOR DISCOVERYBEFORETRIAL

It is understoodthat thisauthorizationis subje_ to revocationby me at any timein _ting exceptto the extentthatactionshas been
takento releasethisinformation.This authoffzationshallremainvalid until revokedandwill expirein oneyear (365days)aftersigning.

NOTICE TO RECEIVING AGENCY/PERSON:

Underthe provisionsof the IllinoisMentalHealthand
DevelopmentalDisabilitiesConf_entiatityAct and
FederalRegulations(42CFRPart 2), you maynot

• redisc_o"_anyof this informationunlessthe person
whoconsentedto suchredisclosure

X
MinorSignature(12- 17yearsold}

X

CIientof Personauthorized_osignincaseof
Minor(12-17 yearsoid)or incompetent

X
Date

X
Witness


