Authorization to Release
Medical Information

Patient

sbateirics and guneeslagy

Birthdate

I consent to the release of Medical Information (records):

To (Physician, Clinie or Person)

Contact #

From (Physician Clinie or Person)

MName Name
Address Address
Phone # Phone #
Fax # Fax #
Information to be Released:
“Please initial if release is authorized

History

Operative/report/type operation

H-rays: Type

Lab, Pathology reports

Other tests and studies (list type of test/study and date performed)

In addition to the general anthorization to release medical records, I further anthorize the release of the
following information if it is contained in my medical record:

“Please initial if release is authorized

Drug and alechel abuse

Information related to diagnosis/treatment of HIV

*Please note that a separate release is required for Behavioral Health Information

Purpose of Disclosure:

This authonzation is valid for six months after the date of signature . The authonzation may be revoked at any time (but not
retroactive to a release of information made in good faith) by the undersigned if providing written notice of revocation.

Signamre of Padent or Legally Authorized Representative Diate

BEVERLY FLILLER, way racmc
independent physician and surgeon

CARESA M ROSS Mo
independent physician apd surpeon

FIMVBERLY [ LARSCEN, wHONWF, RN, WEN

murss practiionsr

JULE FIMNC, h AT
independent physician and sargeon

EATHREYM STRENCER, B crea

nurse practiijonsr

DAMIEL A TOMLUINSOMN, vy pAG
independent physician and sargeon

MARY STRLEZ] oo
independent physician and surgeon

ELIZABETH FETHTEL, me

purse prachtionsr

ADDRES: 3170 State Street, Medford, OR 97504-8450 « TELEFHONE 541.864 8000 « FACSIMILE 541.245.3315
E-MAIL mwe@medfordwomenschinic.com « WER www medfordwomensclinic com

TEX &880 - 1hT



