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Authorization For Release Of Information

Eachsection
.1, Wilma Mankiller hereby request the disclosurc of ifdm
my recc
1 The information is to be released from:
Name of Facility - W.W. Hastings Indian Hospital
Address - 100 South Bliss Avenue
City/State - Tahlequah, Oklahoma 74464-3399
and is to be provided to:
Name of Person/Organization/Facility Anthony P. Monaco, M.D.
Address -  New England Deaconess Hospital, 185 Pilgrim Road
City/State - Boston, MA 02215
I11.  The purpose or need for this disclosure is:
The information authorized for .
release may include infromation V- The information to be released is from my; (Check  one)
which may be considered a deidRad 0 Personnel Record o Otherp
communicable or venereal ] )
disease which may include, but and includes: (Check as appropriate)
are not limited to, diseases such as . . ) . . . .
hepatitis, syphilis, gonorrhea 0 The entire record, including any information on alcohol or drug abuse contained therein
. and the human 0 Only information related to (specify):
immunodeficiency virus, also
known as Acquired Immune
Deficiency Syndrome (AIDS) Ohtmmizhestion
V. Tunderstand that | naedetatuizin inwriting at any time except to the extent that action has been
authorization has not been revoked, it will terminate one yearfn

taken in reliance on this authorization. If this
thc date of my signature.

Signature of Patient
2-19-93
Signature of Parent/Gaurdian (D ate)
or Authorized Representative
Patient's Identification
i) Rurd Ninter 4736
Address
City/State Date of Birth
P.01

02—18-1993 11:53AM



