
_[ILWAUKEE NEUROLOGICALINSTITUTE,sc
Specializing in advanced intracr-a.nlal and spinal neurosurgery

AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION

Patient Birth Dale

Street Address

RELEASE OF PROTECTED HEALTH 1NFO_bIATION TO: P.O. BOX 5054,

RECORDS DEPOSITION SERVICE
Street Address P 248-357-3330

SOUTHFIELD, MI 48086-5054

F. 248-357-3337

in ran'nation to be released: Date of Service Date of Service

lafn. Necessary for Coal. Care --

History and Physical

__po+tholggy R_n

Labs
EKGt'EMG, EEG

ER/UC

I mmuniz_lions

Discharge Summary

__ Operative, Procedure Reports __

Consultations

Xmys

PT:SPiOT
Progress Notes

X other ENTIRE MEDICAL FILE

In compliance with Wisconsin Statutes which require special permission to release otherwise privledged information please release
recordspertaining to:

.....__AlcoholAbuse or test results
Drug abuse or test results
Mental Health

__Developmental Disabilities
__HIV test results. AIDS or AIDS-Related
Other

This disclosure isbeing made for the foItov,,ing purpose(s):

...._Further Medical Care
_._ Relocatiowmoving

Insurance change

At the request of the individual

Changing Physician

__Work Camp
... Attomeytenurl case
Insurance
X Other {comments) PRE-TRIAL DISCOVERY

Redisclosure Noti_: I understand the information used or disclosed based on this authorization may possibly be re-disclosed by the
recipient, and/or no longer is protected by Fedrral Privacy standards.

YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION:

Right to Inspect or Copy the Health Information to Be Used or Disclosed - I understand that ! have the right to inspect or copy the

health information ! have authorized to be used or disclosed by this authorization form. I may arrange to inspect my health

infimnatinn or nbtsin copies ofmy health information by contacting the Health Information Services DepL Right to Receive Copy of

This Autht)ri_6on - 1 understand that if I agree to sign this authorizat[ort. I will be provided with a copy of it. Right Io Refuse to Sign

This Authorization - I undersland that I am under no obligation to sign this form and that the person(s) and/or organization(s) listed
alRiv¢ who 1 am authorizing In use and/or disch_se my [ofurmalioa may not condition treatment, payment, enrollment in a health plan

or cligibilily tilr h,.alth care benefits ha._t._ on my decision In sign this authorization. [Exceptinn: To provide care that is done solely

lbr the purpose of or,",-ring information to release m another party, in which case care cannot he provided without authorizing

disclosure. Aulhuri:r'.atit_n is needed to release infimnalitnt to payer's fi'rrc,.'-rtain mental h_Ith services and HIV testing. If[ refuse to

-_=gnIhe authorization lbrm for this purpose, I understand I may be responsible for paying the entire bill For these services}. Right to

R,..voke This Authortzadon- I undermand _,-rit_cn no_ilicalinn is nect."_ry to cancel this authorization. To t_htain information on how

tel Ig-irhltnt_.l,. iglv .llllhltFi.r:lttt_n ,If h] n_',.Ir,.* a rOpy of my v.+alhHrau.al l m.'tv t'l_*nl.'l¢-flht,/-h,:.illh lnfnrm:ilinn .qr_"x'lt:t.'rql')e_nl [ .'lln aware

that my wlthdra\_al will nut _ clTecli\ c 3'_In L,ses and:trr disclosores _fmy ht."allh inllmnatmn that the person(s) and or organizationl's
) ]:'_ILml,J:lhl'lVe ha\e already made m reli:rence In this authociyalh+n.

I:XPIRA/ION DATE: l'h=s aulhorlzatioo is go.d until the Ibllou,mg datd.',J or far,me ).tar from the signed dare.

I has e i:atl an ,tpp=}rtunlty :,J re_ I¢_, and trader.stand the cvntem at" this authnn:,all,n fi_nn. By ,_lgnmg this au(honzalion. I am

,+:,ml+nn;ng thal n acL:umlcly r.:l],.'Cl.; m) u.J._hes.

hltiNA I't-'RE PA FIENF I EGAL REP- DATE:

, ll'.ilgncd hy ,_ther thzln Ihc pallent, ._tate relat onshtp and authority to do so)

_ .Parem Guard_an__POA Ibr l leahh Care__':,l_mSe-'Aduh Famdy Member of dece:Lscd pauent

.'41,cPccr .[. Bh ick, 31D : [)an S. ! tel'fez, 31 [ ) _ M :t.',:C. lice, ,_ I D

)S01 W. Kinnickinnic River Pkwy., Suite 235, Mihwau"ken,WI 53209 [ 13133 N. Port Washinkrcon Rd., Suite 111, .Mequon, W153097 ( 96('} N+ 12 St., Suite l.',lt_, Mill,to,* "ken,W[ 53Z13

7400 W+ Ra-won Ave., Suite 115, Frm_klin, WI 53132 ] 2424 S. 9thh St., Suite 408, West Allig WI 53214

PO 8,:x0472, Mihwaukee, WI 53201-0472 I Phone: 414-438-6500 ] F',x:414-438-6707


