AUTHORIZATION FOR THE RELEASE OF MEDICAL RECORDS

PATIENT'S NAME Birthdate
Flrst Mi Last

Are medlcal records flled under another name? Fhone Number

| HEREBY AUTHORIZE: (Office or Facliify Name)

TO RELEASE MEDICAL INFORMATION TO:!

Dhwese Sebatocsite, W, D,

2895 Hamiiton Boulevard
Sulte 204
Allentown, PA 18104

Please send the following specific information concerning my liiness and/or treatment in your facliity:

% ] All records to Include sensitivs Information such es HIV, AIDS, substance abuss, psychiatric or psychologios!

rformation

[ 1Al records whthin the last 3 vears

[ ]Records of HIV disease, mental liness, drug/aicohol abuss, and /or sexually fransmitted disease treatment
{

[

1 X-rays/Fiims
] Other: [indlcate specific iness, procedure, date(s) of treatment, sto.]

| hereby consent to the releass-of the above information. You are authorized to release o the person or.entity ebove
all information or medical records relating to diagnosls, testing or freatmant for such dlssase(s) as specified above, |
understand that such Information cannot be released without my informed consent. 1 understand | may cancsl this
release, In writing, &t eny time uniess the information has been sent. This authorization will expirs twelve (12) months

from the dats below,
PATIENT'S SIGNATURE Date

PARENTAL REQUEST FOR CHILD'S MEDICAL RECORDS: | hersby declare under penalty of parjury that| amthe
natural or adoptive parent or iegal guardian of sald child and thers Is no court order restricting or prohiblting my access

to such madical receords.

PARENT OR LEGAL GUARDIAN

Dats

Date Completed by




