Office Phone: (248)360-1770 

Fax: (248)360-1950

Email: huronvalleyob@gmail.com
Website: www.huronvalleyobgyn.com

Steven J. Friedman D.O. PLLC


Authorization to release medical information

Patient Name: ________________________________________ D.O.B._____________

Social Security # :________________________ Maiden/Other Name:_______________

Patient Address: __________________________________________________________




Street



City

State

Zip 

Phone Number (        ) ______________________    (       )______________________





Home




Cell

I authorize __________________________ to release information in my medical records.

Information to be released to:
- Dr. Steven J. Friedman

8906 Commerce Rd, Suite 3

Commerce Twp, MI 48382
Information to be disclosed (circle one):

-All Records



-Radiology Results

-Other: ___________
-Prenatal Records


-Operative Report

__________________

-Laboratory Results


-Pathology Report

__________________
Reason for Record Request: ________________________________________________

I understand that I may revoke this authorization at any time but must do so in writing. I realize the office of Steven J. Friedman D.O. may have already released information but will not release any additional information after the revocation. This authorization or its revocation will have no effect on patient treatment or patient charges. Information will only be disclosed as specified in this authorization. 

_________________________________________


_________________

Signature of Patient/Parent/Legal Representative



Date

