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ADOPTIVE APPLICANT

MEDICAL/PSYCHOLOGICAL INFORMATION RELEASE

I, __________________________________ give my written permission to authorize any physician group, clinic, hospital, mental health professional or association, or social service/adoption agency and its employees to release any or all medical (specifically including HIV test results)/psychological/social information it may have about me to ADOPTION CIRCLE.  This release allows any of the above to discuss my medical/psychological/social status with ADOPTION CIRCLE.


Further, I authorize ADOPTION CIRCLE to use and disseminate any or all of my medical (specifically including HIV test results)/psychological/social information it may acquire to any prospective birthparents, physician group, clinic, hospital, mental health professional or association, other social service agency and the employees thereof.
A copy of this release shall be as effective as the original.

__________________________________    ____________________________

Signature                                                         Date

___________________________________   ____________________________

Signature                                                          Date
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