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AUTHORIZATION	
  FOR	
  RELEASE	
  OF	
  MEDICAL	
  INFORMATION	
  
(Patients	
  requesting	
  records	
  release	
  to	
  Perlis	
  Wellness	
  Center)	
  

	
  
PLEASE	
  COMPLETE	
  IN	
  FULL	
  

Patient	
  information:	
  
	
  
_________________________________________________________________________	
   ________________________________________	
   	
  
First	
   	
   	
   	
   MI	
   	
   Last	
   	
   	
   	
   Date	
  of	
  Birth	
  
	
  
____________________________________________________________________________________________________________________________________	
  
Street	
  Address	
  
	
  
____________________________________________________________________________________________________________________________________	
  
City	
   	
   	
   	
   	
   	
   	
   	
   	
   State	
   	
   Zip	
  
	
  
________________________________________________________________________	
   ________________________________________	
  
Phone	
  Number	
  	
   	
   	
   	
   	
   	
   	
   Social	
  Security	
  Number	
  
	
  
Records	
  Released	
  To:	
   	
   	
   	
   	
   Records	
  Released	
  From:	
  
	
  
Dr.	
  Cheryl	
  Perlis	
   	
   	
   	
   	
   	
   _____________________________________________________________	
  
Perlis	
  Wellness	
  Center	
  	
   	
   	
   	
   	
   Physician’s	
  Name	
  
81	
  E.	
  Scranton	
  Ave.	
   	
   	
   	
   	
   	
  
Lake	
  Bluff,	
  IL	
  60044	
   	
   	
   	
   	
   	
   _____________________________________________________________	
  
Phone:	
  847-­‐295-­‐5997	
   	
   	
   	
   	
   	
   Practice	
  Name	
   	
   	
   	
  
Fax:	
  847-­‐295-­‐6340	
  
	
   	
   	
   	
   	
   	
   	
   	
   _____________________________________________________________	
  
	
   	
   	
   	
   	
   	
   	
   	
   Address	
  
	
  
	
   	
   	
   	
   	
   	
   	
   	
   ____________________________/________________/_______________	
  
	
   	
   	
   	
   	
   	
   	
   	
   City	
   	
   	
   /State	
   	
   /	
  Zip	
  Code	
  
	
  
	
   	
   	
   	
   	
   	
   	
   	
   	
  
	
   	
   	
   	
   	
   	
   	
   	
   ____________________________/________________________________	
  
	
   	
   	
   	
   	
   	
   	
   	
   Phone	
   	
   	
   /	
  Fax	
  
	
  
	
  
	
  
Type	
  or	
  extent	
  of	
  information	
  to	
  be	
  released:	
  
☐	
  All	
  Reports	
  and	
  Records	
   	
   ☐	
  Medical	
  History,	
  Exams,	
  Reports	
   	
   ☐	
  Lab	
  Reports	
  
☐	
  Operative	
  Reports	
   	
   	
   ☐	
  Treatments	
  or	
  Tests	
   	
   	
   	
   ☐	
  X-­‐Ray	
  Reports	
  
☐	
  Consultations	
  
	
  
____________________________________________________________________________________________________________________________________	
  
Signature	
  of	
  Patient	
  or	
  Guardian	
   	
   	
   	
   	
   	
   	
   Date	
  


