01/30/2024 TUE 14:45 FaX 555 5555 Neorth Clinig googz/00z2

Location: Crystal Maple Grove Osse0 Plymouth

\
Voyag e Fax # 763-587-7989 763-494-7501 763-420-1901 763-587-7701
H ::Arl?r; H CHA RE AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION
=~ Mealir E'SIHS EFE =~
Patient Name: Date of Birth;
| hereby authorize: VOYAGE HEALTHCARE (763) 587-7999
NAME OF HEALTHCARE PROVIDER PHONE NUMBER
To release my records to: Mittal Dermatology 15655 37th Ave N. Suite 100
NAME ADDRESS
Plymouth 55446 (612) 293-7822 (630) 509-4420
cITy 2IPCODE PHONE # FAX #
The disclosure is belng made for the following purpose(s)
O Diagnosis & Treatment @ Legal
0 Insurance/Billing U Other:
Q Personal

| understand that if the person or entity receiving this information is not a healthcare provider or health plan
covered by federal privacy regulations, the information described above may be redisclosed and no longer
protected by these regulations.

Information to be released:  Date of Service* informatlon to be released: Date of Service*
O Pertinent Records of O Radiology Reports
Contlnuing Care O Radiology Films
O ODischarge Summarles O OB/GYN Records
Q History & Physlcal 1 Pediatric Records
O Clinlc Notes (2 yrs) O Immunizations
O Consultations Other:
O Pathology Reports
Q Laboratory Reports

*if a date of service is not listad, Voyage Healthcare will release information going back 2 years only.

Authorizatlon of Release of the ndicated Records below requires patlent’s Initials:

Patient’s initials Patient’s initials
O HIVor AIDS 0 Chemical Dependency
L1 Psychotherapy/Mental Health O Other:

| release the above named healthcare provider from all legal responsibllity and/or llability that may arise
from the release of the records | have specified. | understand that this authorization will be in effect for 12
months unless cancelled by me in writlng and that my cancellatlon will take effect when Voyage Healthcare
recelves my natice In writing. | understand that any release of information made prior to my revocation in
compliance with this authorization shall not constitute a breach of my rights to privacy. | further
understand that | may refuse to sign this authorlzatlon and that my refusal will not affect my abllity to
obtaln treatment or payment or eligibility for benefits.

Patient/Representatlve Signature Date

Representative Name (if applicable) Relationship

This autharlzation complles with HIPAA Privacy Rule. A photocopy or fax of this authorlzation shall have same effect as the origlnal signature.
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