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	Patient Name: 
	Birthdate: 
	Address: 
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	To Name or Institution: 
	Address_2: 
	City State Zip: 
	Dates of Service: 
	Please specify: 
	D Other: 
	record Acquired Immune Deficiency Syndrome AIDS or HIV Alcohol andor drug abuse treatment or: 
	UnleBB otherwise revoked this authorization wlll expire on the followlng date or event: 
	undefined_2: 
	Relationship: 
	undefined_3: 
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box47: Off
	Check Box46: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off


