
 

 
 

 

AUTHORIZATION FOR THE RELEASE OF  

MEDICAL INFORMATION 

 

 

 

 

 
 

 

________________________________________________ 
Patient 

 

 

xxx / xx / ______   ______ / ______ / ______ 

                                                               SSN                                                                            DOB 
 

 

I, ____________________________________________________________, 
 

authorize _____________________________________________________ 
 

to release any and all of my medical records to: 
 

______________________________________________ 

_________________________________ 

_________________________________ 
 

 

Specific records being requested: ___________________________________ 
 

______________________________________________________________ 

 

The release also specifically allows the release of any record of treatment for 

 Drug and/or alcohol dependency or abuse; 

 Any record of mental health treatment; 

 Any record of testing, care, treatment, reporting or research, pertaining to 

infection with HIV or related diseases. 

 

This release is effective for 6 months from the date of execution; however, it may be 

revoked by me at any time by providing notice in writing to the above named party. 

 

 

 

Signature ________________________________________     ___________ 

                                                                 Patient or Legal Guardian                                                         Date 

 

Witness Signature ______________________________________________ 

 

Bruce S. Kovan, DO, FACOI    Andrew M. Rosenfeld, DO   Samuel H. Gun, DO, FACOI   

Jaspreet K. Ghumman, DO    Fernando N. Gamarra, MD    Johnathon T. Markus, MD    Maja Maloney, PA-C 
 

37399 Garfield, Suite 104;  Clinton Township, MI  48036 

Phone: (586) 286-5400    Fax: (586) 576-6263    www.tcgastro.com 

 

06.2018 


