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AUTHORIZATION FOR RELEASE OF INFORMATION
DATE OF REQUEST:_______________  DATE OF BIRTH __________________________

NAME: __________________________________________________________________

PREVIOUS NAME: _________________________________________________________

ADDRESS: _______________________________________________________________

CITY: _________________________________ STATE: ________ ZIP: ______________

I AUTHORIZE: Femme Vitale PLC, The Gynecologic Practice of Lawrence Cairns, MD at 431 Upton Drive, Edgewater Center, St. Joseph, MI 49085 and their appointed agents
 
TO RELEASE THE FOLLOWING INFORMATION FROM MY MEDICAL RECORDS TO: 
_______________________________________________________________________

_______________________________________________________________________

I understand that should my record contain information regarding mental health, alcohol or drug abuse, sexually transmitted diseases, HIV/AIDS, it will be included in this request.  I have listed any records I do not want released on this form: ______________________

_________________________________________________________________________
______________________________    ________________________________

Signature of Patient or


Printed Name of Patient or

Personal Representative


Personal Representative

_________________________________________________________

Description of Personal Representative’s Authority        
After 01/01/2012 mail or fax to: FemmeVitale Records Custodian, SSWHC, 
2690 S. Cleveland Avenue, St. Joseph, MI 49085  (269) 428-2800  FAX (269) 428-7177
