Release of Information

Person Authorizing The Release:




Person Information Relates To:


____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

Relationship (Authority) between the person authorizing the release and the person the information relates to:  MACROBUTTON CheckIt ( Same Person or  MACROBUTTON CheckIt ( Other: _______________________________________________________________________________________


Person/Agency To Release Information:


Information To Be Released To:


____________________________________

Attorney Marc Darren









Law of Marc Darren

____________________________________

Hartford Square West, Suite 2-300, Hartford CT 06106








Phone: 203-987-8567

____________________________________

Fax: 203-987-8592
 MACROBUTTON CheckIt ( In addition to the person listed above, the information shall also be released to: _______________________________________

_________________________________________________________________________________________________________

GENERAL (UNLIMITED) AUTHORIZATION

 MACROBUTTON CheckIt ( Any and All Information requested (Including but not limited to Financial, Medical, Mental Health (psychological/psychiatric), Substance Abuse, Genetic, HIV/AIDS/Sexually transmitted diseases and Social Security information).
SPECIFIC (LIMITED) AUTHORIZATIONS

The following information will not be released unless you specifically authorize it by marking the relevant box(es) below:

 MACROBUTTON CheckIt ( I specifically authorize the release of information pertaining to financial information.

 MACROBUTTON CheckIt ( I specifically authorize the release of information pertaining to medical diagnosis or treatment.

 MACROBUTTON CheckIt ( I specifically authorize the release of information pertaining to mental health (psychological and psychiatric impairments and disorders) diagnosis or treatment (Welfare and Institutions Code §§5328, et seq.).

 MACROBUTTON CheckIt ( I specifically authorize the release of information pertaining to drug and alcohol abuse diagnosis or treatment (42 C.F.R. §§2.34 and 2.35).

 MACROBUTTON CheckIt ( I specifically authorize the release of genetic testing information (Health and Safety Code 124980(j)).

 MACROBUTTON CheckIt ( I specifically authorize the release of HIV/AIDS and other sexually transmitted disease testing information (Health and Safety Code §120980(g)).

 MACROBUTTON CheckIt ( I specifically authorize the release of Social Security information.

 MACROBUTTON CheckIt ( Other: ________________________________________________________________

NOTICE

If you have authorized the disclosure of your information to someone who is not legally required to keep it confidential, it may no longer be protected by state or federal confidentiality laws.

FAXES & PHOTOCOPIES

I authorize a photocopy or fax of this release to be accepted with the same authenticity as the original.
MY RIGHTS

I may revoke this authorization at any time, provided that I do so in writing and submit it to person authorized to release the information either in person or by certified return receipt mail, except for action already taken.
EXPIRATION OF AUTHORIZATION

 MACROBUTTON CheckIt ( This authorization shall not expire, and must be revoked by the terms listed above.

 MACROBUTTON CheckIt ( This authorization shall expire: _________________________________________.

 MACROBUTTON CheckIt ( This authorization shall expire 12 months after the date of signing this form.
AUTHORIZING SIGNATURE,

______________________________________________________


_______________________, 2010
