
Patient Information:

First Name: _______________________________________________  Last Name: _________________________________________

DOB: __________________________________  Phone Number: ________________________________________________________

Address: _________________________________________________________________________________________________________

City: ________________________________________________ State: _____________  Zip: ___________________________________

Releasing Provider / Organization:

Name of Provider / Organization: _______________________________________________________________________________

Phone Number: __________________________________________  Fax Number: ________________________________________

Email: ____________________________________________________________________________________________________________

Address: _________________________________________________________________________________________________________

City: _______________________________________________  State: ____________  Zip: _____________________________________

X___________________________________________________        X________________________
                                       Signature of Patient                                                                     Date

By signing this form, I authorize the release of my protected health information to Center For
Emotional Health as described above.

Authorization To Release Information To CEH
135 Mocksville Avenue
Salisbury, NC 28144
P: (704) 237-4240
F: (704) 547-3150
Email: medicalrecords@cehcharlotte.com


