CONFIDENTIAL

Name: Stuident ID#:

Gradiation Date/Lat Semeter Attended Dateof Birth:

| arthorie theprofemnal taff at the Center for Health and Coinsling Sericesf Lewis
UniergtyRomeoille, lllinoisto releas and echange information, either oral or written with
the following:

Name of indiidial(3or practice

pleas proide complete addres

telgphone nimber fa nimber

The arthoféo

Medical records
Profemnal snmaryf diagnos and treatment

Other: Pleas desribe the pecific natire of information to be dislosd

Thisuthoriation will epire on thidate:

(dateisnot to eceed one gar)

Purpos of Disloge:

Refial to conent to dislogre or releas of thisgnformation mayrest in:

Delayn srice Limited treatment coordination Limited continiityof care

Other, pecify

I indertand that if persnor organiationd arthorie to receie, g, or end the protected health
information desribed aboe are not health planscoered hea Ith care proidersor health care clearing-
hoiesbject to federal health information prigcyaws theymayirther disloe myhealth information

which mayno longer be protected byfederal law. | iIndertand that | hae the right to inpect and copy
th
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