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279 Summit Dri\"C Waterford, Michigan 48328 Phone: (248) 745-4900 Fax: (248) 745-6872 
12800 East Warren Anoue, Detroit, Ml 48215 Phone (313) 824-8000 fax: (313)824-7779 

AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 

I, request and authorize CNS Healthcare, its designee, it's 
Health Information Services Manager, designee or Health Information Services Department to release 
medical/psychiatric information including psychiatric, substance abuse, psychological, social services and 
medical information which may include information regarding Acquired Immunodeficiency Syndrome (AIDS), 
AIDS Related Complex and Human Immunodeficiency Virus (HIV) and/or other serious communicable diseases 
contained in the record of: 

Consumer Name: _________________ D.0.B. _______ Case#: _____ _ 

To the i.ndi\idual(s) or organization listed below: (name and address to whom the information is to be released): 

Purpose and need of this requested information i : o Coordination of Care o Other 

Duration of Authorization: I understand this authorization ma) be rernked in writing at an) time, except to the 
e:-.tent that CN I kallhcare or the persons \\ ho \\Ork here. have al read) taken action in reliance upon it. 
It is rnli<l onl) for the purpose, information. agencies and persons cited abo\ e. Unless othernise rernke<l. this 
amhorization \\ ill expire in one year. 

Re-disclosure : l understan<l that 111:, Protected Health Informmion that is used or disclosed under this Authorization 
ma) be subject to re-disclosure b) the recipient. and the prime:, ofm) Protected Health [nformation ma) no longer be 
protected b) the Im\. Alcohol and drug abuse records disclosed to ) ou from records protected by federal conlidentialit: 
mies (42 CrR Pan2) prohibits )ott from making an:, further disclosure of this information unless further disclosure is 
express I) permitteLl b) the \\ rinen consent of the person LO\\ horn it pertains or as othern ise permitted by 41 CfR Part 
2. A general authorization for the release of me<lical or other information is not sufficient for this purpose. The federal
mies restrict any use of the i.nfonnation to criminally im estigate or prosecute any alcohol or dmg abuse patient.

Re\ oca tion of A uthorizntion: I understand that if I re\ oke this authorization. I must do so in \Hi ling and present m) 
\Hillen re\OCation to the llealth Information Sen·ices Depanment. Cl\ 1-kalthcare \\ ill not condition treatment or 
pa) menl based on this authorization or re\ ocation of the authorization unless other\\ ise al101\ ed by la\\. 

Consumer· Signature 

Witness Signature 

Date 

Date 

Legal Guardian. ignature (ifapplic:1blc) Date 

This authorization has been prepared in accordance "ith the follO\\ ing authori� Public Act 56 of 197.3; Title -15 C'fthe Code of the 
re,.kral Re!!ulations, CrR Part ll: the CoJe of the federal Regulation;A2 CTR: the 1978 ,\ltchigan Public :\cl 368 as amended, 
Public Act 17-1 of I 989. <;w1on 5131; and Section 7-18 of the i\l1chigan i\lenml Hdth Code 
CNS 28-AuthOrtl.lllllO LO Di,c\,1se .j Io. 9 12 -1 1 18, 3121 

RECORDS DEPOSITION SERVICE, INC.

PO BOX 5054, SOUTHFIELD, MI 48086-5054

P: 248-357-3330   E: INFO@RECDEP.COM

Specific information to be disclosed: 

PLEASE SEE ENCLOSED SUBPOENA OR REQUEST FOR INFORMATION.

X LEGAL DISCOVERY


