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AUrnORIZA.TION·TO RELEASEHEALTHCARE INFORMA'1;ION

..' '. Patient's name. ...;..... Date ofb4"th-_- -'---
,,

. "Previous name ......•..__ ··,-.,:'·~...••.. -.-- Socia1 security # _

t ..•••.

I request and authorize, ' "__ ..
.•..Phone # fax # _

To release healthcare information of the patient named above.to:

.. Name

Address
.,.

Phone# Fax# 10;(.;'

This request andauthonzation applies to:
. All healthcare information _Specific dat~or treatment.~ ~_--:-_

. (list date 01: treatment)

. Patient Signature Date "'---_

,
. "

r

. . 3OL12t'1200 i.faX~o.m..,~8
P;O. Box 69 •• anaon, WV ~8;


