AUTHORITY TO RELEASE INFOMATION

Name of Patient MI_QS f{,qﬂg:gﬂj/—% m A KC\*E}Q\{

Address l WITENG HSEI WITNG P\OP\D; (;S:
Levsnouyofom-gaf*::He@uu
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If you are the legal representative or parent please provide your name

/

I the patient/legal representative would be grateful if you could kindly provide me with

A copy of my blood results dated: ,
~ ' RECOHRDZ
‘ A copy of my medical records dated From: A (LL. Mkt DICAL’ RECOE %

HTSTORY
To

i A-copyof a hospitattetter dated: ' S
A copy of my results dated
A Brief Summary of my medical records

Any Other Item that we may hold on your records: - Please list below

| : i i/O
Signed " l H ) l‘&j@-fﬁ&#’ Dated ) 7 7/£////—//

J1&551 395 90




