
 
 

RELEASE OF INFORMATION 

 

Patient: ______________________________________________________________________ 

 

Physician/Treatment Provider:___________________________________________________ 

I, ___________________________ (Patient/Legal Guardian) do hereby authorize the 

attending physician, the hospital or other health care agencies that will be providing care to 

release to Inner Door Center any information related to the development, implementation 

and evaluation of my individual treatment plan, and to the payment of claims for services.   

 

Information needed: 

 

All Pertinent Medical Records 

 

____ (check if applicable) I consent to have any of my medical record information used for 

research purposes. 

 

I understand that I should retain a copy of this signed release form and that a photocopy of 

this form is as valid as the original. 

 

________________________   _______________________________ 

Date  and Time                                                          Signature (Patient/Legal Guardian)        

   
 

 

Inner Door Center 
317 E. Eleven Mile Rd. 
Royal Oak, MI 48067 

Phone (248) 336-2868, fax (248) 336-2879 

www.reconnectwithfood.com 
 


