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Date/Time: Sep. 20, 2023 6:26PW
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Reason for error
E. 1} Hang up or Yine fail E. 2) BrLsy o )
E. 3) No answer E.4) No facsimi e connection
E.B) Exceeded max. E-mai! size E. 6) Destination does net suppor: IP-Fax
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pem: VX, ey KmH'\a[hl“
M%niﬂs From: I [ﬁjfg} _

Fax: - - qu D Pages S_

Phone: . Datazq ’
re: T0ldhion) Keeds o A
O wrgent gFor Review  [jPlense Comment [] Please Reply UPleass Recycle

Commenis:

Imporiant: This facsimlle transmission gontains confidential information, some or 3] of which may be
protected health Information as defined hy the Federal Health Insurance Portabikty Act (HIPPA) Privacy Rule.
This trar dor is intended for the exclusive use of the Indidual or entity 1o whom it is addressed and may
aontain information that ks proprietary, privileged, confidential and/or exempt from disclosure undar
applicable law. if you are not the intended redpisnt for an employee or agent responsible for delivering this
facsimle fransmisslon to the intended recipfent), your are hevery natified that any disdosure, disseminatian,
distribution or copying of this Information s strictly prahibited and may be subject to legal restriction ar
sanctian. Please notify the sendar by telephone (number listed ahove) ta arrange the retum or destruction of
the irformation and alt copies




u AUBURN UNIVERSITY | P.0. Box 244023
AT MONTGOMERY Montgomery, AL 36124

STUDENT HEALTH SERVICES Phone: 334-244-3281

Fax: 334-244-3396

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Patient information

Student Number:
Name: AW/L? A K KEL Date of Birth:d3_ 28y /760
Address: 02}22 ["OMJE 57‘ Phone Numbel):(3 7?8

City: Mcﬂﬂ/éﬂmz State: ﬂL Zip: 3ﬁﬂé Email:&l/d(fl./* &da/k?f(@dﬂm‘ 66’/6{

Please s:ét?orpof the following:
Release information FI oM Au' urn University at Montgomery Student Health Services to an AUM

departmentfoutside medical facility)person (Circle one)

€ase information from an AUM department/outside medical facility/person (Circle one)
TO Auburn University at Montgomery Student Health Services

Outside Medical Facility/ AUM Department/Person

Name: pﬂ)/ﬂﬂﬂ '/ C#fé /MW/SZS Qate of Birth: ! /
acdrse. PETER  KRoTHAPALL o phoneéjs//)a?éawﬁ’féx:
City: ) State: Zip: Email:
Please select one-of the following: . |
E’Fﬁ;cords _ L1 Mail Records U Hold Records for Patient Pickup

Type(s) of Records Requested:
m/ﬂmunizations ONLY: please specify (if all, put ALL)
Radiclogy Report
[2Lab Results
EH‘ eneral summary of treatment issues, progress, current functioning

Other: please specify ail- Recold s

This consent may be needed at any time by the patient/client, but ending the consent will 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 indicated below.

Date: Event/Consent:

Itis understood that the duration of this consent will ry 2 necessary and reasonable to carry out the
purpose for which it is given,

Davo p ALk

Patient Name or Authorized Repres;ntative {Please Print}

4267

Last 4 of Patient’s Social Security #

4’/5'/520&3
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03/2020



