AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

Patient Name _______________________________________________________

                                     First                           Middle                         Last

Address ____________________________________________________________

              ____________________________________________________________

Date of Birth         _______/_______/_______

Social Security Number  ___ ___ ___ - ___ ___ - ___ ___ ___ ___

  FORMCHECKBOX 
 I hereby authorize Central Kentucky Research Associates Inc. to notify my primary care  

Physician of my participation in the ____________________________  research  study.


Dr.  _________________   ___________________________



_____________________________,     _____________________________


                   (Street)             

          (City, State)
 FORMCHECKBOX 
 I hereby authorize Central  Kentucky Research Associates Inc. to  

           FORMCHECKBOX 
 release my medical records to my physician 

           FORMCHECKBOX 
 obtain all medical  records/information relating to my admission, diagnosis, social  

                history, school data, psychological tests, treatment, etc.

           FORMCHECKBOX 
 obtain records ONLY pertaining to:_____________________________________
From:  FORMCHECKBOX 
  My primary care physician, ________________________________________
                                                                                                         Physician’s Name

           FORMCHECKBOX 
  Other healthcare provider________________________________________
                                                                             Provider’s Name
Requested information should be sent to:




Central Kentucky Research Associates, Inc.




        3475 Richmond Rd, 3rd Floor




      Lexington, KY  40509

I understand this authorization does not expire but may be revoked by me, in writing, at any time.

_________________________________________         _______________________

Patient Signature




                  Date

_________________________________________          _______________________

Legal Guardian or Legal Representative

                   Date
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