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Employee Medical Services Unit:
Phone# (410) 767-4627      Fax# (410) 333-5440

I, the undersigned, hereby authorize _______________________________________________________

____________________________________________________________________________________

to release copies of medical records on:

NAME _____________________________________________________________

D.O.B. _____________________________________________________________

S.S. No. ____________________________________________________________

TO:
State Medical Director

Concentra Medical Centers


7377 Washington Boulevard


Suite 104


Elkridge, MD  21075
State Medical Director’s Office:  Phone # (410) 579-2775     Fax# (410) 579-2776

The medical records to be released may/may not contain medical information pertaining to psychiatric and        substance abuse diagnoses and treatment.  The dates of treatment covered by this authorization are:

____________________________________________________________________________________

Please forward:
______________________________________________________________________

____________________________________________________________________________________

The consent to disclose information will expire three (3) months after the date of the signature and may be revoked by me at any time except to the extent that action has been taken in reliance thereon.

__________________________________________
________________________

        
SIGNATURE OF PATIENT              
DATE

__________________________________________


WITNESS

(Revised 1/23/08)






~Effective Resource Management~

301 W. Preston Street ( Baltimore, MD 21201
Tel: (410) 767-4715 ( Fax: (410) 333-5262 ( Toll Free: 1 (800) 705-3493 ( TTY Users: call via Maryland Relay

http://www.dbm.maryland.gov


