
 
 
 

AUTHORIZATION  
RELEASING/OBTAINING 
 MEDICAL INFORMATION  

 
 
Name:___________________________________________

D.O.B.____________________ 

 

I authorize LAUREL PLACE to release/obtain the necessary medical 

information as may be needed. 

 
 
 
______________________________________________________ 
Signature of Resident or Responsible Party 
 
 
________________________________________________ 
Facility Representative    Date 
 

 
LAUREL PLACE ASSISTED LIVING 

203 Lowell Road, Hudson  NH  03051 
(603)883-2419   (603)886-8460/FAX 
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