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4105 Holiday St. NW U Fax
PO Bax 35006 I PICK UP AT QFFICE
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Authorization to Release NeuroCare Records

Patient:

.

——

First MNarne [l Last Name

Address Ciy, State, Zip

Dare of Birth; Social Security #:

| heraby gutharize and request NeuroCare Center, Inc. to provide to:

Examination Mgt Svcs Inc

M"WWPonage Trail Ste 4 IR

Cuyahoga Falls OH 44221 .
Address 330-923-8255

All information In my pessessicn for treatment during the period of tw
Daro Date

Please specify by checking the appropriate fine below:

— All Medical Records HIY Testing & Treatment information
"History and Physieal Alcahal & Drug Abuse Recards
e Prograss Notes Outside Records
Diagnostic Tasts
- Qther (Specify): -

Signoture Required for Quiside Recorcs)
| hereby authorize NeureCare Center, Inc. to relense a copy of ry personal health information to the above named doctor,
hespital, artorney, of insurance company, Including records revealing the resalis of an HIY test, or revealing 2 disgnosis of AIDS or
an AHES-rolated condition.
b am aware thau this release covers any medical and psychological testing and serviges that were renderad by our office,

This refease will be effective Tor 2 perlad up to and including sixty (50) days.

MName: o Date:

Address:

X

——— -

(Signaturé of Patienr) (Signature of ParenyLegal Guardian)




