&)

RELEASE OF INFORMATION FORM

. a« " » ’
PhYSlClaIlS 777 East Park Drive ~& P.O. Box 8820
Health Programs " <5 Harrisburg; PA 17105-8820 =6
a progiam of Telephone: (717)558-7819 «& Fax: (717) 558-7818
The Toundation "« Toll Free: (866) 747-2255 6

af the Pennsjivania Medncai Soctety

Send ipformation to: Name: F_ v LY /\/ S, D¢ R\-—U A CR
Company: EVE ) WM .S, Rs R w1 C AL AL,
Address: 15 30 TRETTER DRAVEL ' |
Address: £} —}"\'_.Q G P\c,\l: ‘?A 152371
Address:
FAX NUMBER

From: Pﬁysician;s' Health Programs
RE: CLIENT CONSENT FOR DISCLOSURE OF INFORMATION
Name of client: (C v\ L)N < B &Q ACRWE &<‘, YWD .

Purpose or izced for disclosure: EJ/CchentLalmg
O Compliance with PHP Agreement

l;}(krcensme (Detaﬂed)
Other: P ihe Qedan o

Extent or nature of information to be disclosed: [1 Quarterly Standard Information Letter
3 Standard Information Letfer
Detalled Informatlon Letter

Date, event, or condition upon which consent expires: - '\ NDE TN { Té

THIS CONSENT IS SUBJECT TO REVOCATION AT ANY TIME EXCEPT TO THE EXTENT THAT
ACTION HAS BEEN TAKEN IN RELIANCE THEREON. | |

___4_&%‘ ' i M b | 1= - oa
o Client Signature Date _

Information letters (a summary of your involvement with the PHP program) must be paid for in
advance. Standard letters are $10.00. Detailed lettels ate $25.00. If RUSH letters are requested, an
addmonal $1 0.00 fee will be charged Please list your payment option below:

amounts_ 3.5 « o0 :

In| Check is enclosed (Please make check pavable to Physicians' Health Programs ox PHP )

_ Vease chaxgemyMasteICald ... ExpDate: - .
Please charge my VISA Card g}l {_;\____&Q\J_L_Q_b&_lb 5_(,;3%_ Exp Date_j__b

&%)fﬁm yb

Cardilolder Authorization ' Rev. 02/02




