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ESSENTIAL AUTHORIZATIONS PACKET 

 
Includes: 

 
HIPAA Compliant Medical Authorization 
HIPAA Compliant Medical Authorization with Notary 
General Authorization 
Social Security Administration (Benefits) 
Social Security Administration (Earnings) 
IRS (Tax Return)   
MI Department of Treasury 
MI Department of Health and Human Services 
BCBS of Michigan  
Henry Ford Health System 

 
Please include completed/signed copies with requests for records. 
All except Social Security Administration may be sent to RDS via 
email or fax. 

 

requests@recdep.com f: 248.357.3337 
 

If you need additional forms (including 500+ facility-specific 
authorizations), please visit recdep.com/authorizations or 
contact us if you have any questions. 

 
Thank you! 

 
 
 
 
 
 
 
 
 
 
 
 
 

RECORDS DEPOSITION SERVICE, INC. 

27355 W. 11 Mile Road 
Southfield, MI 48033 

(248) 357-3330 

www.recdep.com 

requests@recdep.com 

P.O. Box 5054 
Southfield, MI 48086-5054 

 - Original Ink Signature



MEDICAL AUTHORIZATION 

I, _________________________________________ ___________________ ___________________ 
(Patient Name)

      
(Date of Birth)

 
(Social Security Number) 

hereby authorize 

__________________________________________________________________________________________  
(Hospital/Health Care Provider/Doctor Name) 

it’s Director or Designee, or Medical Record Department, to release information contained in my patient records, including alcohol and 
drug abuse records protected under the regulations in Code 42 of Federal Regulations, Part 2, if any; Psychological Services Records, 
if any; Social Services Records, if any; Psychiatric Records, if any, including communications made by me to a Social Worker, 
Psychologist or Psychiatrist, if any; Human Immunodeficiency Virus (HIV), Acquired Immunodeficiency Syndrome (AIDS), and AIDS 
Related Complex (ARC) Records, if any; Communicable Disease and Serious Communicable Disease and Infections, Venereal 
Diseases, Tuberculosis, Hepatitis B, Sickle Cell Anemia Records, if any, to: 

RECORDS DEPOSITION SERVICE, INC., PO Box 5054, Southfield, MI 48086-5054 

Note: Disclosure is to be made to Records Deposition Service, Inc. only. All other disclosures are unauthorized! 

1. Information to be disclosed: Please see enclosed Subpoena or Letter Request for information to be disclosed.

2. The purpose and need for such disclosure: For Discovery Before Trial

3. This Authorization is subject to revocation at any time by contacting Records Deposition Service, Inc. in writing. I understand that
the revocation will not apply to information that has already been released in response to this Authorization.

4. Without expressed revocation, this authorization expires on the date set forth: _______________ or the following event: Once
information is disclosed, no further information can be disclosed pursuant to this authorization.

5. I understand the provider may not condition treatment, payment, enrollment or eligibility for benefits on whether I sign this form.

6. A photocopy of this document shall be considered valid as if the original were offered. This Authorization is only valid if submitted
by Records Deposition Service, Inc. I understand that information used or disclosed pursuant to this authorization may be subject
to re-disclosure by the recipient and may no longer be protected by Federal or State Law. Records Deposition Service, Inc. is not
liable for damages as the result of an unauthorized disclosure.

______________________________________   ____________________________________ ________________ 
Signature of Patient      Printed Name

 
    Date Signed 

______________________________________   ____________________________________ ________________ 
Signature of Parent/Guardian/Personal Representative

   
Printed Name     Date Signed

 

______________________________________ 
Relationship to Patient 

RECORDS DEPOSITION SERVICE
PO BOX 5054 • SOUTHFIELD, MI 48086-5054
P: 248.357.3330 • F: 248.357.3337 • INFO@RECDEP.COM 
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MEDICAL AUTHORIZATION 

I, _________________________________________ ___________________ ___________________ 
(Patient Name)      (Date of Birth)  (Social Security Number) 

hereby authorize 

__________________________________________________________________________________________ 
(Hospital/Health Care Provider/Doctor Name) 

it’s Director or Designee, or Medical Record Department, to release information contained in my patient records, including alcohol and 
drug abuse records protected under the regulations in Code 42 of Federal Regulations, Part 2, if any; Psychological Services Records, 
if any; Social Services Records, if any; Psychiatric Records, if any, including communications made by me to a Social Worker, 
Psychologist or Psychiatrist, if any; Human Immunodeficiency Virus (HIV), Acquired Immunodeficiency Syndrome (AIDS), and AIDS 
Related Complex (ARC) Records, if any; Communicable Disease and Serious Communicable Disease and Infections, Venereal 
Diseases, Tuberculosis, Hepatitis B, Sickle Cell Anemia Records, if any, to: 

Note: Disclosure is to be made to Records Deposition Service, Inc. only. All other disclosures are unauthorized! 

1. Information to be disclosed: Please see enclosed Subpoena or Letter Request for information to be disclosed.

2. The purpose and need for such disclosure: For Discovery Before Trial

3. This Authorization is subject to revocation at any time by contacting Records Deposition Service, Inc. in writing. I understand that
the revocation will not apply to information that has already been released in response to this Authorization.

4. Without expressed revocation, this authorization expires on the date set forth: _______________ or the following event: Once
information is disclosed, no further information can be disclosed pursuant to this authorization.

5. I understand the provider may not condition treatment, payment, enrollment or eligibility for benefits on whether I sign this form.

6. A photocopy of this document shall be considered valid as if the original were offered. This Authorization is only valid if submitted
by Records Deposition Service, Inc. I understand that information used or disclosed pursuant to this authorization may be subject
to re-disclosure by the recipient and may no longer be protected by Federal or State Law. Records Deposition Service, Inc. is not
liable for damages as the result of an unauthorized disclosure.

______________________________________   ____________________________________ ________________ 
Signature of Patient      Printed Name     Date Signed 

______________________________________   ____________________________________ ________________ 
Signature of Parent/Guardian/Personal Representative   Printed Name     Date Signed 

______________________________________ 
Relationship to Patient 

Notary:  Subscribed and Sworn before me this _____________ Day of ________________________, 20 ____. 

__________________________________, Notary Public _____________________ County 
Signature 

__________________________________   My Commission expires: _________________ 
Printed Name 

RECORDS DEPOSITION SERVICE, INC., PO BOX 5054, SOUTHFIELD, MI 48086-5054
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GENERAL AUTHORIZATION 

I, _________________________________________ ___________________ ___________________ 
(Printed Name)

      
(Date of Birth)

 
(Social Security Number) 

__________________________________________________________________________________________ 
(Address) 

hereby authorize 

__________________________________________________________________________________________  
(Deponent/Custodian of Records) 

to release any and all information which may be requested regarding myself and to allow them or any person appointed by them to 
examine or photocopy any records of me or records which the aforementioned Deponent/Custodian of Records may have contained in 
my file to: 

RECORDS DEPOSITION SERVICE, INC., PO Box 5054, Southfield, MI 48086-5054 

Note: Disclosure is to be made to Records Deposition Service, Inc. only. All other disclosures are unauthorized! 

1. Information to be disclosed: Please see enclosed Subpoena or Letter Request for information to be disclosed.

2. The purpose and need for such disclosure: For Discovery Before Trial

3. This Authorization is subject to revocation at any time by contacting Records Deposition Service, Inc. in writing. I understand that
the revocation will not apply to information that has already been released in response to this Authorization.

4. Without expressed revocation, this Authorization expires on the date set forth below or for the following specified reason: Once
information is disclosed, no further information can be disclosed pursuant to this authorization.

Or date: _____________________________________

or event: ________________________________________________________________________________________________

5. A photocopy of this document shall be considered valid as if the original were offered. This Authorization is only valid if submitted
by Records Deposition Service, Inc. I understand that information used or disclosed pursuant to this authorization may be subject
to re-disclosure by the recipient and may no longer be protected by Federal or State Law. Records Deposition Service, Inc. is not
liable for damages as the result of an unauthorized disclosure.

______________________________________   ____________________________________ ________________ 
Signature       Printed Name

 
    Date Signed 

RDS FORMS - MI109-A

RECORDS DEPOSITION SERVICE
PO BOX 5054 • SOUTHFIELD, MI 48086-5054
P: 248.357.3330 • F: 248.357.3337 • INFO@RECDEP.COM 
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Form SSA-7050-F4 (11-2022) Page 2 of4 

REQUEST FOR SOCIAL SECURITY EARNING INFORMATION 
1. Provide your name as it appears on your most recent Social Security card or the name of the individual whose

earnings you are requesting. 

First Name: I 

Last Name: I I I 
I 

I I I 
I I I I I 

I Middle Initial: D

One SSN per request Social Security Number (SSN) ITIJ [D
Date of Birth: Date of Death: 

Other Name(s) Used 
Maiden Name 
2. What kind of earnings information do you need? (Choose ONE of the following types of earnings or SSA must return

this request.) 
D Itemized Statement of Earnings $100.00 

(Includes the names and addresses of employers) 
If you check this box, tell us why you need this 
information below. 

D Certified Yearly Totals of Earnings $44.00 
(Does not include the names and addresses of 
employers)Yearly earnings totals are FREE to the public if you 
do not require certification. To obtain FREE yearly totals of 
earnings, visit our website at www.ssa.goy/myaccount. 

Year(s) Requested: I 
Year(s) Requested: I 

I I I I to I I I I I
I I I I to I I I I I

Check this box if you want the earnings 
D information CERTIFIED for an additional 

$44.00 fee. 

Year(s) Requested: I 
Year(s) Requested: I 

I I I I to I I I I I
I I I I to I I I I I

3. If you would like this information sent to someone else, please fill in the information below.
I authorize the Social Security Administration to release the earnings information to:

Name RECORDS DEPOSITION SERVICE, INC. 

Address PO BOX 5054 

City SOUTHFIELD 

P: 248.357.3330 E: REQUESTS@RECDEP.COM

State Ml

ZIP Code 48086-5054 

4. I am the individual to whom the record pertains (or a person authorized to sign on behalf of that individual). 
I declare under penalty of perjury that I have examined all the information on this form, and on any accompanying 
statements or forms, and it is true and correct to the best of my knowledge. 

SSA must receive this form within 120 days 
Signature AND Printed Name of Individual or Legal Guardian from the date signed 

Date 

Relationship (if applicable, you must attach proof) Daytime Phone: 

Address State 

City ZIP Code 

Witnesses must sign this form ONLY if the above signature is by marked (X). If signed by mark (X), two witnesses to the 
signing_who know the signee must sign below and provide their full addresses. Please print the signee's name next to the 
mark (X) on the signature line above. 
1. Signature of Witness 2. Signature of Witness

Address (Number and Street, City, State and ZIP Code) Address (Number and Street, City, State and ZIP Code)

X

X
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X
PLEASE SEE ATTACHED SUBPOENA OR LETTER REQUEST

RECORDS DEPOSITION SERVICE, P.O. BOX 5054, SOUTHFIELD, MI 48086-5054

X AGENT FOR ATTORNEY





AUTHORIZATION TO ACCESS
or RELEASE MEDICAL 

INFORMATION

COGNITIVE PATIENT 
LABEL

I authorize my records to be sent from:

I authorize my records to be released to:

Form #:  26091 Rev. 09.20 Document Type: AUTHORIZATION  Page 1 of 2

✔

RECORDS DEPOSITION SERVICE, INC.

PO BOX 5054 SOUTHFIELD MI 48086-5054

248-357-3330 248-357-3337



Please complete below if you want to include medical records for these services:

Date of Service Date of Service

I understand that

Form #:  26091 Rev. 09.20 Document Type: AUTHORIZATION  Page 2 of 2

✔
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