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	Patient Address: 
	Initials Name of individual health care provider to discuss my health information with my attorney or a governmental agency listed here: N/A
	11 Date or event on which this authorization will expire: At Conclusion of business with ME/CBA
	13 Authority to sign on behalf of patient: N/A
	Name and address of health provider or entity to release this information: Medicare Easy/Clear Benefits Advisors 70 Linden Oaks Rochester NY 14625
	Other: DOB/Birthday
	Reason for release of information: Other: Birthday Cards
	If not the patient name of person signing form: N/A
	Patient Name: 
	Date of Birth: 
	Name and address of person(s) or category of person to whom this information will be sent: 
	Date: N/A
	Date2: N/A
	Initials: N/A
	Name of individual health care provider: N/A
	Alcohol/Drug Treatment: N/A
	Mental Health Information: N/A
	HIV-Related Information: N/A
	At request of individual: Off
	Other3: Yes
	Medical Record: Off
	Entire Medical Record: Off
	Other1: Yes
	Initial here: Off


