
HealthSystem
Authorization for Release of
Health Information

MedicalRecordNumber:

PatientName:

BirthDate: SSN:

(LastFourDigits- On!y)

I authorize
(nameofpersonor facilitywhichhasinformation)

RECORDS DEPOSITION SERVICE

Nameof personorfacilityto receivehealthinformation

to releasehealthinformationto:

Specifyname/titleofpersonto receivehealthinformation,ifknown Telephone: 248 - 357- 3330
P.O. BOX 5054, SOUTHFIELD, MI 48086-5054 Fax: 248 - 357- 3337

StrestAddress,Ci_ State,ZipCode

SPECIFICHEALTHCAREFACILITYFROMWHICHHEALTHINFORMATIONISREQUESTED

X UCLARONALDREAGANMEDICALCENTER
(Westwood)

[] CLINIC

[] RESNICKNEUROPSYCHIATRICHOSPITAL
[] SEMELNEUROPSYCHIATRICINSTITUTE
[J CLINIC

[] HOMEHEALTH
TYPEOFRECORDS

ILl MEDICAL
INFORMATIONTOBERELEASED

[] DischargeSummary
[] BillingStatements
[] PathologyReports
[] EKG

[] ProgressNotes
[] DrugandAlcoholAbuse

Information

El SANTAMONICAUCLAMEDICALCENTERAND
ORTHOPAEDICHOSPITAL

E_CLINIC
!_ JULESSTEINEYEINSTITUTE

SPECIFYNAMEOFCLINIC

1c3MENTALHEALTH(otherthanpsychotherapynotes) 1

J[] LaboratoryReports
[] DentalRecords

[] OperativeReports
[] Radiologyandother

DiagnosticImages
(x-rays,etc.)

[] HIV/AIDSTestResults
[] HIV/AIDSTreatment

Information

[] EmergencyMedicineReports
[] History& PhysicalExams

8 RadiologyandotherDiagnosticReports
[] Consultations/Evaluations
[] OutpatientClinicRecords

[] GeneticTestingtnfnrmation

[] Psychological/VocationalTestResults

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

SPECIFYTHEDATEORTIMEPERIODFORINFORMATIONSELECTEDABOVE.-

Initials of PatientorPersonalRepresentative:
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