
  
 
        
 

 
 
 

         
       
 

360-Degree Release 
Authorization to Obtain & Release Information 

 
__________________________________________________________   ______________________ 
               Client Name                             Date of Birth                  Phone Number 
 

 

I hereby authorize Imagine Hope, Inc. to obtain from / and release to: 
 
_________________________________________________     ______________________________ 

          Name of Partner Agency                                                   Client email 
 

 
 
__________________________________________________________________________________  

Name & Address of Medical Provider(s) if known 
 

 

 
__________________________________________________________________________________________  
                Name of Emergency Contact                                    Relationship                          Phone 
 
 
 

I authorize disclosure of information concerning my medical care and treatment for hepatitis C for the purpose of 
supporting my efforts to successfully complete treatment. 
 
 
 
 

X  _______________________________________________________________________________  
                  Signature of client                                                                  Date 
 
 
 

USE THIS SPACE ONLY IF AUTHORIZATION IS WITHDRAWN 
__________________________       _________________________________________________  
Date this authorization is revoked                           Signature of individual or legally authorized representative 

Metro Atlanta 
Yahazia Odelia 
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Samantha Kinsey 
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Coastal/South Georgia 
Barbara Taylor-Scott 

912.230.8053 c 

Savannah 
Sheila Timmons 
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