WEBSTER CITY MEDICAL CLINIC

P:O. 'BOX 578 + WEBSTER CITY, IOWA 50595 « PHONE: {515) 832.6123

I. PATIENT'S AUTHORIZATION FOR RELEASE OF INFORMATION

Subhash Sahai . :
mp.agrp  Name of Patient:

Family Practice

~ Maiden or Previous Name(s):
Sushma Sahai

R Ea o BivEhdates Social Security #:

Anilschai The undersigned hereby authorizes:
D.0. Ph.D., ABIM
Internal Medicine

Stephen Sundberg
M.D., ABS
General Surgery

to release copies of medical records dated:
R“““”W-Meﬁﬁgf relating to the above named patient to:

Genoral Surgery Webster City Medical Clinic
dorothy L. Duerfeldt, P.A. FaO: Box 518

e G Webster City, IA 50595

Any and all information EXCEPT substance abuse (drug or alcohol),

mental health, and AfiDS-related information will be released unless
indicated otherwise in Section II of this form.

A photocopy, or exact reproduction of this signed Authorization
shall have the same force and effect as this original.

I hereby authorize the release of information as indicated above.

Signature of Patient or Legal Date
Guardian
Relationship, if NOT the patient Witness

SPECIFIC AUTHORIZATION FOR RELEASE OF INFORMATION PROTECTED BY STATE OR FEDERAL LAW

acknowledge that information to be released may include material that is protected by Federal
id/or State law applicable to substance abuse, mental health, and/or AIDS-related information.
specifically authorize the release of confidential information relating to: (Place "YES"

: ""NO" in ALL applicable boxes.)

Substance Abuse_(Drug or Alcohol) information
Mental Health information

ik

AIDS-related information, Diagnosis, and test results
irthermore, I SPECIFICALLY AUTHORIZE disclosure of this confidential information to all persons

: facilities referred to in the above section. In order for the above information to be
2leased, you must sign here AND SECTION I.

ignature of Patient or Legal Guardian Date

2lationship, if NOT the patient Witness



