California Health & Human Services Agency California Department of Social Services

RELEASE OF CLIENT/RESIDENT MEDICAL INFORMATION

To Date:
(Physician, Clinic, Hospital, Hospice, Home Health Agency, Attending
Nurse, Psychologist, Counselor, Therapist, etc.)

(Address)

| hereby authorize you to release any and all medical or confidential information contained in the record of:

(Name of Person)

(Name and Address of Facility, Person or Agency Requesting Information)

This authorization shall expire on:

(Date)

(Client or Authorized Representative)

(Relationship to Person Whom Information is Requested)

(Address)

NOTE:
1. The person who authorized this release may revoke this authorization at any time.
2. The person who authorized this release has a right to receive a copy of the release.

3. This information is required to conform to CCR Title 22 regulations, to ensure a continuum of care
to the resident, client or child. Licensees should maintain a copy of this form in the facility records.

4. The above facility is licensed by the Department of Social Services (or its accredited agencies),
and does not provide skilled nursing care.
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