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Mailing Address: P.O. Box 177 Fryeburg, Maine 04037




   Phone: 207-935-3024 Fax: 207-935-3335

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

	Patient’s Name:
	
	Date of Birth:
	

	Previous Name:

(if applicable)
	
	Social Security #:
	

	I hereby authorize FRYEBURG RESCUE to release my health information as described below to the requesting agency or individual described below. I understand that this authorization is voluntary and I may refuse to sign it. I understand that the information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer protected by federal privacy regulations.

	
	Name:
	

	
	Address:
	
	

	
	City:
	
	State:
	
	Zip Code:
	

	This request and authorization applies to healthcare information acquired on the following date of service:

	
	DATE(S) OF SERVICE:
	
	

	( All healthcare information or
	

	( Healthcare information relating to the following specific treatment, condition, or information:
	

	
	( Treatment/progress notes

	
	( Billing Information

	
	( Other (describe below):

	
	

	
	

	
	

	
	

	Patient Signature or

Person authorized and the Relationship to patient
	
	Date Signed:
	

	Printed Name:
	
	

	THIS AUTHORIZATION EXPIRES NINETY DAYS AFTER IT IS SIGNED.


�








