

	AUTHORIZATION FOR RELEASE OF RECORDS: 
	1 Authorization: 
	Date of Birth: 
	I authorize Kroger Specialty Pharmacy Pharmacy Provider to use and disclose the protected health information described below to: Legal-Ease Digital Imaging
	NameRelationship: 
	NameRelationship_2: 
	2 Effective Period The dates of service covered by this Authorization are: 
	MMDDYY end date: 
	I authorize the release of specific health records as indicated here: 
	0 Communicable diseases including HIV and AIDS: 
	Please indicate method of delivery Note There are certain risk inherent to transmission via email We cannot guarantee security of email transmissions: pat.legalease@gmail.com
	Email to: P.O. Box 1017 Flint MI 48501-1017
	Mail to: 810-547-4030
	List and describe llihpurpose: 
	protected by federal or state law: 
	Printed name of patient or personal representative and his or her relationship to patient: 


