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Patient Label

AUTHORIZATION TO

ACCESS or RELEASE MEDICAL

INFORMATION

 HENRY FORD ALLEGIANCE HEALTH

 HENRY FORD ALLEGIANCE SPECIALTY HOSPITAL

 HENRY FORD BEHAVIORAL HEALTH SERVICES

 HENRY FORD HOSPITAL DETROIT

 HENRY FORD KINGSWOOD HOSPITAL

 HENRY FORD MACOMB HOSPITAL

 HENRY FORD MAPLEGROVE CENTER

 HENRY FORD WEST BLOOMFIELD HOSPITAL

 HENRY FORD WYANDOTTE HOSPITAL

 HENRY FORD OTHER (CLINIC/MEDICAL CENTER)

_____________________________________________

Name (First, Middle, Last) (Maiden or any previous last names)

Current Address City State Zip Code

Date of Birth Phone Number

Name of Recipient Phone Number

Address Fax Number

City State Zip Code

Name of Recipient Phone Number

Address Fax Number

City State Zip Code

1. Patient Information

2. Release (disclose) Information to:

Requesting information from:

I, _______________________________________________hereby authorize______________________________________________
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Please check box(s) below if you want to include medical records for these services:
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Request Information from (check all that apply):

HFHS

CD SERVICES, INC. 248-476-1700

24027 RESEARCH DRIVE 248-476-6600

FARMINGTON HILLS MI 48335

HENRY FORD HEALTH SYSTEM

AS INDICATED ABOVE



           Description and                            date of service Description and date of service

AUTHORIZATION TO

ACCESS or RELEASE MEDICAL

INFORMATION
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Check box(s) below for service type, description and date of service:
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If requesting a copy of or access and inspection of your medical record, this authorization is valid only if received by

Henry Ford Health System within 60 days of the date signed.
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 This box may only be checked by the patient after consult with their provider: I authorize the release of the information
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Signature _______________________________________ Relationship (if other than patient): _______________________________ 
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Date:  _____________________________________________ Time: ________________
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Discharge Summary
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Laboratory Report

Hospice

Immunizations 

Inpatient Record
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Outpatient Record

Radiology Report

Clinical Photographs

Clinical Video

Films/CDs:___________

Other:_______________
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Patient Label

Billing

One year from date signed
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