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PrimeCare of Novi 

39555 West Ten Mile Road 

Suite 302 

Novi, MI 48375 

(248) 426-7200 

"Modern Medicine; Old-Fashioned Care"
AUTHORIZATION TO DISCLOSE 

PATIENT MEDICAL INFORMATION 

Date: _____________________

Organization Releasing Information: 


Name: _________________________________________________________________

Address: ______________________________________________________________
Phone Number: _________________________________________________________
Organization to whom disclosure is to be made:


Name: _________________________________________________________________

Address: ______________________________________________________________

Phone & Fax Number: ___________________________________________________

I hereby authorize you or your organization to release all information contained in my records, including as applicable:
●
Information about Human Immunodeficiency Virus (HIV), Acquired Immunodeficiency Syndrome (AIDS), and AIDS related Complex (ARC).

●
Alcohol and drug abuse information protected under the regulation in Code 42 of Federal Regulations, Part 2 and

●
Mental Health treatment records, and psychological services and social services information including communications made by me to a social worker or psychologist.

PATIENT NAME (PRINT): ______________________________________________________________________
PATIENT ADDRESS: ____________________________________________________________

_____________________________________________________________________________

DATE OF BIRTH: ____________________ SOCIAL SECURITY #: ______________________

1. Specified type of information to be disclosed: _____ All Records or as specified below: _____________________________________________________
 ______________________________________________________________________
2. Dates of treatment: _____ All or as specified: ________________________
3. The purpose and need for such disclosure: _____ Continuation of Care or
as specified below:  __________________________________________________

4. This consent can be revoked at any time unless PrimeCare of Novi has acted in reliance upon its continued effectiveness. Regarding substance abuse treatment records, if any, this consent can last only long enough to reasonably accomplish its purpose.
Signature of Patient: _______________________________________________________

Parent of Guardian where appropriate: _______________________________________

Witnessed By: ________________________________  Date Signed: ________________
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