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If demographic information not campeted by the computer above, please complete below

Authorization for Release of Medical Information

Medical Record # Correspondence # No of pages copied

THIS FORM MUST BE COMPLETED IN FULL

Patient Name: Date of Birth;

I authorize and request that Cobre Valley Regional Medical Hospital release my records to:

(Name of Person RECEIVING Medical Record Information)

(Address of Person RECEIVING Medical Record Information)

Telephone Number of person RECEIVING the information including area code: ()

Type of requested medical information:. [] LABORATORY [J IMAGING [0 ER [JPT O EKG
0O OTHER

Date of Service(s): I

MEDICAL INFORMATION PERTINENT TO TREATMENT FOR THE FOLLOWING REQUIRE A SECOND PATIENT SIGNNATURE
O Alcohol [0 Drmug Testing
[0 Psychiatric Care [] HIV/ AIDS Test Results and/or Treatments

[ Psychological Assessment
and/ or Treatment

Date of Service(s):
I the patient noted above understand what this information will be used for: Oves [ONo
Patient comment:

NOTE: Federal rules prohibit you from making any forther disclosure of this information "unless further

disclosure is expressly permitted by the "written consent of the person to who it pertains or is
otherwise i 42 CF art 2.

Signature of Patient: Date:

Signature of Patient's Legal Representative (if applicable) Relationship to Patient:

Witnessed by: o Date:




