Loy [
701 Helena Avenue 14 \j’\l I_@
: 4 (j » L]l
Helena, MT 5960 \*,. ey el
Tel: (406) 442-4325

Fax: (800) 934-8039 _
Medical Release Form

Please list below any individuals, organizations, or healthcare providers whom you authorize us to discuss your
care and billing information. This authorization will remain in effect for a period of one year unless you revoke it.
This authorization is for verbal and written communication. There may be a charge for copies of medical records.

Examples of organizations or individuals could include: Attorneys, Caregivers, Case Worker, Spouse, etc.

Facility/Individual Relation to Patient

Patient/Representative Signature:

Representative Relationship: Date:




