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        POLUS CENTER FOR SOCIAL & ECONOMIC DEVELOPMENT, INC.

Authorization to Disclose Health Information
1. I, ____________________, do hereby authorize my treating medical professionals to disclose and provide health information including, but not limited to, any and all medical and psychiatric care provided to me to the Polus Center for Social and Economic Development, Inc.

Doctors’ name, address & phone number:

1.______________________________________________________________

2.______________________________________________________________

2. Description and Dates of treatment:

Doctor: ____________________________________________________________

Treatment provided/Dates of service: ___________________________________

Doctor: ____________________________________________________________

Treatment provided/Dates of service: ___________________________________

3. PURPOSE OF DISCLOSURE OF PROTECTED HEALTH INFORMATION:
To access medical documentation to support application for _____________________










Position

4. This authorization is good and valid until or unless revoked by ___________________ or 

Name of applicant

by notifying the Program Director in writing that he/she is revoking his/her authorization for protected health information as provided herein.

____________________________________

_____________________________

Signature of patient





Date

Printed name of patient

[image: image1.png]