
AUTHORIZATION FOR RELEASE AND DISCLOSUE,

AND/OR REQUEST FOR MEDICAL INFORMATION AND RECORDS

I, ________________________________(patient), (____/____/_____ date of birth) authorize Pine Rest Christian Mental Health Services to:  (( one or both below, or form is invalid)

_(__    release information from my medical records to the individual/organization listed below


____    request information from the individual/organization listed below



 Name:______NORTHERN MICHIGAN PSYCHIATRIC SERVICES, P.C.__________



 Address:  _____3287 –A Racquet Club Drive, Traverse City, MI  49684_____________

For the following purpose, use, or need: ____CONTINUATION OF CARE________________________________
______________________________________________________________________________________________

The following information from my psychiatric/medical records may be disclosed, covering the dates from _BIRTH_ to

PRESENT. 
□  Treatment Summary                                    □ Psychiatric Evaluation                                        □  Psychological Testing

□  Physical Exam                                             □ Laboratory Studies                                              □  Initial Assessment

X  Exchange of all written and verbal health information pertinent to the coordination of my care and treatment

□  Other _______________________________________________________________________________________
I acknowledge such information cannot be disclosed without my written informed consent unless otherwise provided by law.  I further understand that such information to be disclosed may include treatment of Psychiatric, Substance Abuse, and HIV/AIDS related Illnesses.  I agree that the information may be faxed for expediency.  I have the right to revoke this authorization at any time.  Any revocation will be done in writing to the attention of the Medical Records Director and any information previously authorized and released will not be subject to revocation.  I acknowledge and authorized
