
5411 Hwy 50 Delavan, WI 53115
262-740-3000     262-740-3001 fax
medicalrecords@elementalsliving.com

Authorization for Release of Medical Records

                                                                                                                  
Please check the type of information to be disclosed:                               
                                                                                                                                                 
______ All Clinical Records                                                                                             
                                                                                                                        
______ Lab Reports

______ Other

The purpose of this disclosure is:

______ Further Medical Care

______ Insurance

______ Personal Use

______ Disability Determination

I understand that in accordance with State and Federal confidentiality regulations, the information disclosed may include reference to or treatment of alcohol/drug abuse, emotional illness, development disability, or psychiatric care.

I understand that I may revoke this authorization by written notification at any time following this date, except from the information, which may have been released prior to the revocation. Unless otherwise specified, this consent will expire one year from the signed date.

This release is executed in conformity with WI State Statutes146.81-83, 51.30, 252.15 and Federal Law 42. Law prohibits further re-disclosure of this information without written consent. Furthermore, Elementals Living will not disclose any records provided to us by any patient, physician, or other medical center.




I, _______________________________________________________   ______/______/_________    (        ) ________-__________
                                        Name of Patient			                     Date of Birth	                       Phone	


              Authorize: ____________________________________________________________________________/_______/________
                                             Signature of Person Giving Consent                                       Date                                  


               The signature is that of the:  _______Patient  ______ Parent of Minor   ______ Legal Guardian
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discover your best life




