AUTHORI ZATI ON FOR DI SCLOSURE OF MEDI CAL  RECORDS

l, , (S. S # ) bornin
in and currently residing at ,
: hereby consent to the
di scl osure of information fromnmny records by
and any and all attending physicians for treatnment occurring
during .

| authorize the above person or entity to disclose any and
all of these nedical records, including but not limted to:

1. Hospital records, charts and files including, but not
limted to, adm ssion and di scharge sheets, sumari es,
reports and instructions, histories, examnations,
consul tations, testings, physical therapies, diagnoses,
phot ogr aphs, radiology reports (including any and all
CAT Scans, ultrasounds, x-rays, MI's, Mel ograns and
witten reports), operative reports, pathology reports,
| aboratory reports, progress notes, nurses' notes,
orders, correspondence and bills for service.

2. Physicians' office records, files and correspondence,
including, but limted to, adm ssion and discharge
sheets, summaries, reports and instructions, histories,
exam nations, consultations, tests, treatnments,
di agnoses, photographs, radiology reports and bills for
servi ce.

This disclosure is to be made to ,

or hi s/ her aut hori zed representativei

Dat e Consent Signed
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