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Jacalyn M. Bishop, M.D., P.C. 


Release of Information Authorization
Patient Name________________________________________________________________________________
Address______________________________________________________________________________

City/State/Zip__________________________________________________________________________

Social Security______________________________________
Permission is hereby given to ______________________________________________

To disclose information and / or copies of medical records to:

Jacalyn M. Bishop, M.D.

44000 W. Twelve Mile Rd, Suite 103

Novi, MI 48377

248-347-3344
Fax 248-305-6845

Type of Information requested:

	___________All
	
	All Endocrinology related progress notes / dictations / reports for office, hospitalization and surgeries. Send medication lists, test results, x-ray reports, lab results. Include records for treatment of physical and / or mental illness, chemical dependency and / or alcohol abuse or testing. Include treatment of any communicable or infectious disease, such as Human Immunodeficiency Virus (HIV), and Acquired Immunodeficiency Syndrome related complex (ARC), Venereal Disease, Tuberculosis, Hepatitis, etc.

	________Other
	
	__________________________________________________________________

	
	
	____________________________________________________________________


This authorization will expire one hundred and twenty (120) days from the date signed, unless otherwise specified.

Signature of patient,

parent of a minor patient, 
or legal guardian____________________________________________Date_________________
Witness__________________________________________________Date___________________
