AUM Student Health Services
Medical Information Release

Form (HIPAA Release Form)

Name: %/l Date of Birth /(/ L2 S‘g

Release of Information

Izl/authorize the release of information including the diagnosis, records, examination
rendered to me, and claims information. This information may be released to:

[Hsouse: N was Ll o 7o

DChlld(ren)
[Cther: F et z‘:évj

|:| Information is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing.

Messages

Please call] vimy home Emy/workwell number: (ZS4)- 237 - ‘Q\S‘%

If unable to reach me:

ou may leave me a detailed message

[ please leave a message asking me to return your call

|:|other:

The best time to reach me is (day or days) MZ«:\-.J between

tnmes.
Signed: g /‘%

Date: 3 /7 | 22




