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Release of Information to Law Enforcement
(print all information except signature)
Requesting Person:


Title:



Agency:


Address:


Phone:


Agency Report # (required)


Patient is (requestor must check one):


Suspect


Fugitive


Witness


Missing Person


Victim
Reason for Request:



I declare under penalty of perjury under the laws of the state of California that the foregoing statement is true and correct.

Signature:


Date



* This Section Completed by Mammoth Hospital Personnel *
Records Pertaining to: 


MR#


I,
, am the custodian of medical records or other authorized employee for Mammoth Hospital and have the authority to certify said records and declare the following information was released: (check all that apply)


-Name
-Address
-Date of Birth
-Place of Birth
-SSN
-Injury Type


-ABO blood type and rh Factor
-Treatment Date & Time
-Date & Time of Death


-Distinguishing Physical Characteristics (weight, height, gender, race, hair & eye color, etc.)
Note: May not release DNA, DNA analysis, dental records, samples or analysis of body tissue or fluid.
Signature:


Title:


Date:








ROI to Law Enforcement/ 03-07/gy
Original To Patient File & Copy To Law Enforcement Agency
1  of  1

