ILLENNIUM

Medical Management
Resources, Inc.

Patient Authorization to Disclose Health Information

Patient Name:

Please print (First Name) (Middle Initial) (Last Name)
StreetAddress:
(City) (State) (Zip Code)
Hospital Patient was seen at: Date(s) of Service:

Patient’s Account No. (Box 26 on HCFA-1500 Form)

Patient’s Date of Birth: Last 4 digits of Patient's Social Security No.:
1. | authorize the use of disclosure of the above-named individual’s health information, as described below.
2. Millennium Medical Management Resources, Inc. is authorized to make the disclosure.
3. The type and amount of information to be used or disclosed is as noted below (check one):

a. |___] Entire record, or
b. D Only the following information:

4. The information may be disclosed to, and used by, the following individuals or organizations:
Name: RECORDS DEPOSITION SERVICE, INC. P: 248-357-3330
Address: PO BOX 5054 F: 248-357-3337

City, State, Zip: SOUTHFIELD, Mi 48086-5054

5. This information is being disclosed/used for the following purpose(s):
FOR DISCOVERY BEFORE TRIAL

6. I understand that once the information is disclosed pursuant to this authorization, it may be redisclosed by the recipient
and the information may not be protected by federal privacy regulations.

7. | understand that | need not sign this form in order to ensure health care treatment, payment enroliment in my health plan
or eligibility for benefits.

8. I understand that | may revoke this authorization at any time except to the extent that action has been taken in reliance on
this authorization. | understand that in order to revoke this authorization, | must do so in writing and present my written
revocation to Millennium Medical Management Resources, Inc., 900 Oakmont Lane, #100, Westmont, IL 60559, Attention:
Billing Manager.

9. This authorization expires (check one):
a. D six (6) months after the date this Authorization has been signed, as noted below, or
b. |:| on the following date, event or condition:

10. Please keep a copy of this Authorization Form.

Signature of Patient or Legal Representative Date:

If signed by legal representative, relationship to patient:

Signature of Witness: Date:

(@05

900 OAKMONT LANE, SUITE 100 WESTMONT, IL 60559 FAX: 630-734-0645
CUSTOMER SERVICE PHONE: 630-734-0640 OUT-OF-STATE TOLL FREE PHONE: 866-734-0640



