


| hereby authorize the use or disclosure of my individually identifiable health information as described above. | understand that this authorization is
voluntary.

FOR OFFICE USE ONLY

Verified: O yes [ No By:

License No: SS No:

Signature: O Yes [ No

Signature of Patient or Legal Representative : Date and Time

If Patient Representative — please type in name

Basis for which representative has the authority to act for the patient

Signature of Witness Date and Time
Los Alamos Medical Center HSV:
Release of Information (English) DOB : AGE: SEX:
Page 2 of 2 ADMIT: ROOM/BED /
LA1005/032514 ATT: :

MR #: PAT #:



