INSERT LETTER HEAD

AUTHORIZATION FOR DISCLOSURE OF MEDICAL RECORDS

In accordance with WI Statutes 46.90 and 146.82(2)(a)7, this request is prompted by a legal investigation by 

the Adults at Risk Office of the Adult Protective Services Unit of               County.


	REGARDING CLIENT:

	Name                                                                                   Phone



	Address



	Date of Birth                                                                         



	

	OBTAIN RECORDS FROM:

	Name                                                                                     Phone



	Address

 

	

	RELEASE RECORDS TO:

	    Adult Protective Services                                        c/o

	ADD ADDRESS and Phone

	

	INFORMATION TO BE DISCLOSED:

	______  Comprehensive overview of entire chart, including all discharge summaries, case notes, social and

                 physical history.

	______ Records pertaining to: Emergency room & Psychiatric Unit records for  __________.

	_______  Complete copy of all records.

	

	In accordance with the specifications listed above, I authorize the release of medical records. 

This also includes authorization to release information regarding psychiatric consults, mental illness, HIV and alcohol or drug treatment, with the exception of the following:



	

	Authorized Signature:                                                                                                           Date:



Date: 









