

	Authorization for Disclosure of Protected Health Information: 
	To: 
	the Keeper of the Records: 
	relating to the testing diagnosis or treatment for drug or alcohol abuse drug related conditions: 
	alcoholism psychiatricpsychological conditions and HIVAIDSrelated conditions to: 
	undefined: 
	This Protected Health Information will be disclosed for the purpose of: 
	undefined_2: 
	This Authorization unless revoked earlier shall remain in effect until: 
	A photocopy of this Authorization shall have the effect of an original: 
	Social Security Number: 
	Date of Birth: 
	Print Name: 
	If signed by patients personal representative describe the legal authority of the representative to: 
	Date: 


