{CMPS

COWMSTAL MEDICAL & PSYCHIATRIC SERVICES INC. R E L EAS E D F I N FO R MATI O N

Patient Mame: Date of Birth: /

S5N: Contact Phone Number:

| authorize the individuals (ie. family members, friends, etc) listed below the use and disclosure of my
health information which may include but is not limited to scheduling appointments, handling
prescriptions, and speaking with my provider on my behalf.
This Release of Information may be edited at any time per written addendum provided by my provider.

1. Name: Medical / Billing / Emergency
Relationship: FPhone Mumber:
2. Name: Medical / Billing / Emergency
Relationship: FPhone Mumber:
3. Name: Medical / Billing / Emergency
Relationship: FPhone Mumber:
4. Name: Medical / Billing / Emergency
Relationship: FPhone Mumber:

Please Indicate below the information you would like disclosed

Care and condition

Test Results

PsychologicallMental Health/Psychiatric Information
Pick Up Prescriptions/samples

Pick Up Forms

Make/Cancel Appointments

| understand that after the custodian of records discloses my health information, it may no longer be protected by federal privacy laws. |
further understand that this authorization is by my request to release my medical records to the entity or facility listed above. By signing
below | represent and warrant that | have authority fo sign this document and authorize the use or disclosure of protected health information
and that there are no claims or orders pending or in effect that would prohibit, limit, or cthenwise restrict my ability to authorize the use or
disclosure of this protected health information. | understand that by signing this release form, if | have requested a copy of my medical
records previously, that there may be a charge for an additional copy.

Signature of Patient/Guardian: Date:




