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Authorization to Release Information
BY Mayo Clinic

AUTHDRIZATIOI@

Pumose for Refease of Information — Patient Date of Blith
[ Ievatuation ] Treatment []Placement [ Other . ‘ iy
Information Eeing Requested

b the undersigned, authorize Mayo Clinla Rochester to disclose any information (all protected health infermation), or the specific records
{eutlined above) — (including, but not limited to, information relating to psychiatic/psychologle, sickle cell anemie, and aleohol and drug :
.diagnesis and treatment or information from its affillated entities, if any such Information exists) that it possesses regarding the pationt ;
named ahove belng requested to the heaith care provider, person or institution as Tollows, : '

Name of Health Care Provider, Person or institution Requesting Information -
ExamOne _ |
800 NW Chipman Rd. / Suite 4
5900
POBox 2340
L Lee’s Summit, MO 64063-1149 | _
As stated in Mayo Clinic's Notice of Privacy, this authorization may be revoked at any time except to the extent Which ever ig %m thie
that Mayo has taken action in relianpe upon this authorization. Revocation must be made in writing to the authorization will terminats 1
- following apprapriste entity: Mayo Clinic, Office of Pationt Affairs, 200 First Street SW, Rochester, MN 85905, | Y8 Year of Upon the
Furthermors, | understand that Mayo Clinfc wili not condltion treaﬁnent, payment. enfnllment or eligibitty for 3";’;':5 Specifled date
- benefits on whether | sign the amthoriation. Spacied Dais , S
| understand that a copy of this althorization will be provided to me when Mayo Clinie receives ’
the authorization. } Ny rid/ vyyy

- | understand, that if this Information Is disclosed to a third party, the information may be redisclosed by the | or Specified Evert
person or entity that receives the infarmation and may mo longer be protected by federal privacy regulatinns,

! also understand that | may be chaiged for coplas of this infarmation In accordance with state [a,

»

| signature of Patient Refationsfin to Petient (f Nt Pabient) ] Date of Sighate I

X ol yyyy
o MaﬂﬁMdress—Streat }

_EE Stats Zip Code Telephone Number

——y,

PATIENT INSTRUCTIONS: Please compiete, sign and date this form whers designated above and retum original {white) copy as
_ directed in attached correspondence (if any) or as instructed Ry Maye Clinic staft, Plsase retsin the yellow ¢opy for your records.
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