Name

(lrelEE

Medical

Pai n Medical Advanced Pain Specialists (MAPS)

Clinics

Specializing in the art, science, and technology of pain relief and rehabilitation

Medical Advanced Pain Specialists
Release of Information

Date of Birth

Address

City

State Zip Code

I authorize and request that a copy of the following medical information be released and disclosed by Medical Advanced

Pain Specialists (please check appropriate box):

|

Q

0

All medical information from the following time period: /[ through [/ /

(Note: This may include information related to mental health,-ﬁflirsical therapy, test results, alcohol or drug
dependency, HIV / AIDS and sickle cell anemia.} Please note that a request for records must be made in
writing each time you are requesting records.

Behavioral Health Records (This box must be checked if you are requesting to be released)
Physical Therapy records only

Other: (explain)

I hereby authorize the following person / entity to receive the information;

Name:

Address:

City:

State 'Zip Code

The information is to be released for the following reason (please check the appropriate box):

opooog

Review my current medical care
Continuing care

Insurance claim(s)

Litigation
Other (explain)

I understand that once the information is released, the information is subject to re_—diéclosure and may not be protected by
the federal privacy regulation. Information not originated by MAPS cannot be released to another facility.

I understand that this authorization will expire in one year from the date signed below.
This form may be revoked at any time providing the information has not already been disclosed.

(Signature of Patient or Representative) (Date)

If Representative, specify relation to patient

{763) 537-6000 Phone . {B00) 775-PAIN Toll-free =  (763) 537-6666 Fax . www.painphysicians.com

2104 Nerthdale Boulevard NW *  Suite 220 *  Minneapolis, MN 55433



