

	Patient Name Print: 
	SS or Health Record Number: 
	I authorize: 
	D Lab results please describe the dates or types of lab tests you would like disclosed: 
	D Xray and imaging reports please describe the dates or types ofxrays or images you would like disclosed: 
	undefined_6: 
	D Consultation reports please supply doctors names: 
	D Other please describe: 
	Name: 
	Name_2: 
	Address_3: 
	Address_4: 
	This authorization will expire on insert date or event: 
	Relationship to patient D Parent D Legal Guardian D Other 1: 
	Relationship to patient D Parent D Legal Guardian D Other 2: 
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Text140: 
	Text141: 
	Text142: 
	Text143: 
	Date144_af_date: 
	Date145_af_date: 
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Date149_af_date: 


