Medical Record Release Form

Mlease complete the following information:

Patient Mamme:
Address:
Phane:
5N - Date of Birth: __ /__ /
1 anthorize the custodian of records of: or pther persan jentity (specfically
Diescribe] 1o disclose/relzase the follewing information® [check all applicable}:
O All records @ Abstract/Summary
A Laboratory/pathology reconds [ Pharmacy/prescription recordsd
O K-ray/ radiology records [ Other [describe specifically) —
F Rilling records —_—

*XNote: If these records contain any information from previous providers ar information sbout HIV/AIDS states, cancer
diagnosis, Drug falcohol abuse, or sexually transmitted disease, you are hereby authorizing disclosure of this information.

These records are far servicas provided on the following date(s):
Pleass send the records listed above to (nse additional sheets if necassary):

Name: Oprimum Medical, LLCS v, [acques Etienne
Address: 48 Main 5t
Danbury, CT 06610
Phone: [203] 7942000
Fax:  [203) 7945005

The information may be used/disclosed for each of the following prrpnses:

& At my request [only the patient can chack this box) @ For employmenit purposes
f For my health care 8 Other:
B For payment/insnrance —

This authorization shall explre no later than: __J_/_ orupon the following event
(Whichever is sooner), and may not be valid for greater than one year from the date of signature for Maryband medical records.

undsestand that after the custadian of records disdloses my health informaticn, 1t may oo kager be protected by federal privacy laws. |
farther understand that this suthorization is voluntany and that 1 may refuss to sign this suthortzation. My refusal to signwill not affect
my ability to obtain treatmant; receive payment; or eligibility for benefits unless allowed by law. By signing below | represent and
warrant that | have authority to sign this document and authorize the use or disdosure of protected bealth information and that there
are o claims or orders pending or in effect that would prohibit, limit, or otherwise restrict my ability to authorize the use or disclosure
of this protected health information.

Date
Signature of patient
[or patient's parsomal representative)
Printsd name of patient representative Represantative’s Euthnrlt:.f Lo sign for patient,

[i.2. parent, puardian, power of attormay for healthears, executor)

You have the right to revoke this authorization, except to the extent the custodian of records has relied oz it, by sending you written
request to the privecy Liaison, 3800 Reservoir Road, MW WASHINTONG, IC 20007,



