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AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Patient!nfo rmation
Student Number: W

Name: mm_BﬁJLDL 1\ Date of Birth: _g_/,Zi/_lﬂ_BXL
Address; MU\ - Phone Number: 359' )“\U ) ?}1 l’L
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Please select one of the following:

0 Release information FROM Auburn University sk Montgomery Student Health Serwces toan AUM
department/outside med!cal facility/person (Clrcle one)

E/aleasa information from an AUM department/outfe medil facilip#person (Circle one)
TO Aubiurn University at Montgomery Student Health Services

Outside Medical Facillty/ AUM Dﬂepartmentf Person

Name:, B Y\ G Pate of Blth: [/
Address; .. Phone: Fax: \ I-r\?l‘
Clty: B Statas Zp: Email:_
Please select one of the following! .
j FaxRecords . LI MailRecords - [ Hold Records for Patient Pickup

’ Type(s} of Records Requested:

[ \mmunizations ONLY: please specify (if all, put ALL) &
[J Radiology Report . , .
[1 Lab Results

[1 General summary of ¢ tment issuas, progress, current functioning
X Others pléase specify il. )H:]P . G Iuh1

This consent may be needed at any time by the patient/client, but ending the consent wiff not cancel any actions that
have already taken as allowed by this form, Unless the client wishes to cancel this consent at an earlier time, it will
automatically stop upon the date and/or condition Indlcated below.
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It is understood that the duration of this consent will not be longer than necessary and reasonable to carty out the '
purpase for which ft Is given.
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