
MAYO CLINIC

I MayoClinicNumber

Authorization to Release
Protected Health Information

I Name(Rrsr,Middle,fast)

Release Information From

[] MayoClinic,200 FirstStreetSW,Rochester,MN 55905

Attention

[] Other (Speci[yFacility&Addressbelow,includingphone/fax ff known}

I AUTHORIZATION

Birth Date (MonthDo,

Instructions: If anysection is incomplete, this form may be invalid and the request cannot be processed.

Release Information To

'_-- Mayo Clinic, 200 First Street SW,Rochester, MN 55905

Attention

[] Other (SpecifyFacility&Addressbelow,includingphone/laxif known)
Records Deposition Service, Inc. P: 248-357-3330

P.O. Box 5054 F: 248-357-3337

Southfield, MI 48086-5054

Purpose of Release

[] Treatment/ContinuedCare
[] Applicationfor insurance

[] Other[

I
I

Information to be Released

ServiceDates(approximate)

[] Personal

[] DisabilityDetermination
[] Legal Purposes
[] Payment of Insurance Claim

Information Needed By (specify Date).

[] Laboratory Reports [] HospitalNotes

[] Radiology Reports [] HospitalDischargeSummary

[] Radiology images [] BillingStatements

[] Historyand Physical [] EKG's
[] ImmunizationRecords [] PathologyReports
[3 ClinicNotes [] OperativeReports

[] Otherlplease see attached letter for records wanted

I

understandthe informationto be releasedmayinclude recordsrelatedto behavioraland/or mentalhealth care,alcoholand drugabuse
treatment,HIV/AIDS,and genetics.

Thisauthorizationmaybe revokedat anytime exceptto the extentthat action has beentaken in relianceupon it. Revocationmust bemade
in wdtingtothe provider/facilityreleasingthe information. I maybe chargedfor copiesin accordancewithstate law. Theprovider/facilitywill
notcondition treatmentonwhetherI signthe authorization. Inforrnatienused or disclosedpursuantto this authorizationmaybesubjectto
redisclosurebythe recipientandmayno longerbe protectedbyfederallaw.

Thisauthorizationwillexpireoneyearfromthe date of signingunlessI indicate an earlierdate oreventhere:

ATI£NTION:This is a legaldocument.Pleasereadcarefully.Bysigning,youagree_at youunderstandandacceptthetermsonthis form.

• If the patientis 18 yearsof ageorolder,thepatientmustsignand datetheform.

• If thepatientis 18 yearsof ageorolderandis incapableof signing,a legallyauthorizedsubstitutemaysignanddatethe form.
Pleaseindicateyourlegalauthorityandincludedocumentationofyourrelationship:

[] LegalGuardianor Conservator [] HealthCareAgent(HealthCarePowerofAttorney)

• If the patientis 17 yearsof ageoryounger,thepatient'sparentorlegalguardianmustsignanddatethe form,unlessanexception
exists understate or federal taw. Please indicate your relationship:

[] Parent [] Legal Guardian

Signature (Required) / Date Signed(Required)(MonthOO,YYYY)
I

Printed Name of PersonSigning (IrNotPatient)

Mailing Address of Patient - Street

city
l State 1 ZIP code 1Phone
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