York Hospital T 99 " PHONE - - @o7) 36'3-?“32_1

15 Hospital Drive - York, Maine 03909 FAX (207)
AUTHORIZATION TO RELEASE MEDICAL RECORDS
MR# 060 /Y 0 (37 DEPT.
NAME: (pssy &y Botrwer D.O.B. 2/y/ o9
. ) ‘ L A .
ADDRESS: _ K, H ¢r Yy /e TELEPHONE #

1. Iauthorize and request the release of the medical records obtalned in the course of treatment a

(name of hospital): ol \« Mesp *“L\ ST
for the time period of: / Ilj 1’/00 - '
to be furnished to: State FPoli'ce Neew  Jdimp ;1,, Ke-

for the purpose of: Continued Care Insurance __ Personal Use Oth' !
Tn vest, qqf‘rol-) ;

2. The specific information to be disclosed is: : ' o
____Discharge Summary - 7 X-Ray Reports :
_____History & Physxcal C X-Ray Fllms -

 ~_ERRecords - ..

____Operative Record ‘Lab Reports ‘ o
____Physical Therapy Notes Oncology Reports™ ",

____ Statements I have added to my treatment records, thh res ‘onses, if an
___ Other (Please Specnfy) Z/( ‘rod

o4 X my initials appear here '
" .- drug abuse, alcohol abuse and/or psvchxatnc treatment :
consent to dlsclosure ofthe medxcal record mform

8.




