-

THIRD STREET ll

faITII y Release of Information to Law Enforcement

HEALTH SERVICES (Print all information except signature)

Requesting Person: Title:

Agency:

Address:

Phone: Agency Report # (required):

Patient is (requestor must check on):

[ Suspect I Fugitive [ Missing O Victim

Reason for Request:

| certify that the information about the above named patient is needed to assist in attempting to
identify or locate a suspect, fugitive, material witness, or missing person. | understand that the
information | can obtain is limited under federal law, 45 CFR 164.512(f)(2).)

Permitted Disclosures Include the Following:

Name and address; date and place of birth; SSN; ABO blood type and rh factor; type of injury; date and
time of treatment; date and time of death, if applicable; description of distinguishing physical
characteristics, including weight, gender, race, hair and eye color, presence or absence of facial hair
(beard or moustache), cars and tattoos, if known. No other PHI may be disclosed.

Signature: Date:

**This section to be completed by Third Street Family Health Services personnel**

Records Pertaining to: MRN:

l, , am the custodian of medical records or other authorized employee for Third

Street Family Health Services and have the authority to certify said records and declare the following
information was released as allowable per 45 CFR 164.502 and 165.512.

Signature: Title: Date:
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