
 

I authorize Saint Louis University/ SLUCare to release the following information 

Patient’s Name / Previous Names: 
 
    _______________________________________________________________ 
 

      
Birth Date Social Security Number Medical Record # 

 

RECIPIENT (person or organization that will receive your information) 
 
     _____________________________________________________________________________________ 

(Doctor / Hospital / Attorney / Insurance Company / Self / Family Member etc.) 
 
 
       _____________________________________________________________________________________ 

Address (Street, City, State, ZIP code)                                Phone Number         Fax Number 

□




