
AUTHORIZATION FOR RELEASE AND I OR I
DISCLOSURE OF MEDICAL INFORMATION I NPRINT~~I)CARO~

Treatment, payment, enrollment or eligibility for benefits will not be conditioned on my providing or refusing
to provide this authorization.
Please REQUEST Medical Information FROM: Please SEND Medical Information TO:

"'fI~C8e~

~

AmGli.. t.Jg i"'k
Nan tI Per-.. CI' EnMly " ~ *8 ~I

Nurse Health Advocate
~ (PtIy*iII. 118aJi&t. Aa.TIiYi

~~ SIrefet~~unA~ t.J..~. RSR- 3nn

Los Angeles, CA 90089-1058
City, State and ~ rAIcIe - aty, Slate alii Zip Code

I hereby auU1or1ze to release and I or disclose lie medical
information as indicated below to the health care provider,i ntity, or person I have indicated above.

Release and I or disclose records and infom1ation regarding:

Name of Patient (Ust Other Names Used)

Address
DURATION:

-- ~ Medical Recor-cfNumber Date of Bith

( )
City Slate Zip CcxIe T efe(i1ooe Number

This authorization shall become effective Immediately and shall remain in effect
until -- _(enter date) or for one year from the date of signature if no date entered.

REVOCATION: This authorization ma~ be revoked in Writin~ bYthe undersigned at any time prior to the
release of Information from the disclosing pa . Written revocation will not affect any action
taken in reliance on this authorization before t e written revocation was received.

I understand that the requester may not lawfully further use or disclose the health information
unless another authorization is obtained from me or unless disclosure is specifically required
or permitted by law.

REDIS-
CLOSURE:

Check 1he box and initial which ~ of infonnatioo is to be released and I CX' d"isdosed:
0 General Medical Information (from to )
0 Inforn1ation Regarding Specific InjUiJ:-orlireabnent (from to )
0 X-Ray (check one or both): 0 Films 0 Reports
0 Laboratory Results
0 Mental Health (from- to) "' L- -' ~ -- ~--- " ~-

SiJImlf8Ii ~ rs r.DR ~~ R1Iati'fe

SPECIFY
RECORDS
TO BE
RELEASED
AND/OR
DISCLOSED:

lii
0 Alcohol! Drug (from- m)

SV*e m Patirt II Pat8It's PirI~~ ""Date"

0 HIV Test Results (from- 10_) ~m~(JPatiIfs~--" ~
0 Other (specify): - -

I request U1at the health information released and I or disclosed pursuant to tis authorization
be used for U1e following purposes only: -- .

A copy of this authorization is valid as an original.
I have the right to receive a copy of this auttiorizatioo. The copy is for me to keep.

Sipture of Patient fX' Patient'sRe presentative Indicate Relatiooship (if Signed by Other than Patient)
~ ~~ ~ f'N{fY c-..owrr ~NT

Date
~(~)~~

K81.-~~
~ ~ : 6 ~ ~


