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Date:
Signed:
Consent to Release Medical or
Confidential Records
Pursuant to a Freedom of Information Act Request
I,                                                        , hereby give consent for the Illinois Department of Public Health to release to                                                        any and all medical records, or confidential material regarding                                                                   , subject to any restrictions provided by state or federal law and rules.
I understand that I may revoke this consent at any time by giving written notice to the Freedom of Information Officer, Illinois Department of Public Health, 535 West Jefferson Street, Springfield, Illinois 62761.  This notice should include the name of the person to whom the information was to be released or the Department’s Freedom of Information Act request number.
I understand and agree that an electronic copy or facsimile of this consent will be as valid as the original, even though such copy does not contain the original writing of my signature.
Attached is a copy of a client order, guardianship document or power of attorney document authorizing me to act on behalf of                                                                  .
(Name of Person)
(Name of Person)
Date:
Signed:
Relationship to Person:
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