This Authorization to Release Medical Records* applies to ZoeStyle Medicine, LLC, DBA Zoe Primary Care and Zoe Therapy Services, LLC
and any and all other affiliates and subsidiaries that operate underthe DBA ofZoeRVA Health (collectively, the “Company”).

Authorization to Release Medical Records

(Patient’s Full Legal Name) (Date of Birth) (Patient Phone)

| AUTHORIZE: ZOERVA HEALTH

(Name of Practice, Facility or Provider to Disclose Information)

TO DISCLOSE THE FOLLOWING INFORMATION:
Mental Health Treatment Records

Mental Health Evaluation / Psychological Testing Results
Medication History

Substance or Drug Abuse Treatment Records
Hospital or Emergency Room Records

Discharge Records or Summary

Primary Care or Lifestyle Medicine Health Records
Lab/Path Reports

X-Ray Reports/Images

Other:
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FOR THE DATES OF TREATMENT BELOW:

U Release Records from date(s):

O Release Full Record, including any and all treatment dates with the above-named Practice, Facility or Provider

DISCLOSE INFORMATION TO:
Recipient Name:
Address: City: State: Zip:

Fax (Healthcare Providers Only): Phone:

*Special Instructions:

| understand that my records are confidential and cannot be disclosed without my written authorization, except when otherwise permitted by law.
Information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and no longer protected. | understand
that the specified information to be released may include but is not limited to history, diagnoses, and/or treatment of drug or alcohol abuse,
mental illness, or communicable disease, including HIV and AIDS.

| understand that my treatment or payment for my treatment cannot be conditioned on the signing of this authorization. | also understand that |
may revoke this authorization in writing at any time except to the extent that action has been taken in reliance upon the aut horization. The
authorization will expire 12 months from the date of my signature, unless | revoke authorization prior to that time.

Signature: Date:

(Printed Name of Patient or Legally Authorized Representative) (Relationship to Patient)



