
AUTHORIZATION TO RELEASE MEDICAL INFORMATION  
B O D Y S C A P E S
Acupuncture

Chinese Herbs

Massage Therapy

Whole Food Healing

Weekly Yoga classes

Patient Name (last): ___________________________ (first): ______________________
Patient address: ___________________________________________________________ 

City: _________________________ State: _______ Zip code: _____________________

Phone number: ___________________________________________________________ 

Date of birth: ________________ Social Security: _______________________________

You are authorized to release any and all medical records related to my medical condition
and treatment that I may have had during the following time period listed immediately below:

From____________________ to ____________________ to the following person:

Helen R. Pickering, L.Ac. MSOM  
636 Church Street
Suite 505

Evanston, IL 60201 

Phone: (847)864-6464

Fax: (773)672-7084
Patient signature: ______________________________________________ Date: ___________________
A photocopy of this authorization shall have the same force and effect as an original.
All prior authorizations are canceled.  
This Authorization Is Valid For 60 Days From The Date Of Execution.
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