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AUTHORIZATION AND RELEASE FORM

From: Medical License #

RELEASE OF INFORMATION TO:
(Complete Address)

State Volunber Mutual Insurance Company ("SVMlC') is the canier of my medical professional
liabiliry insurance, and as such SVMIC maintains cerlain information regarding my medical practice, and
specifically the hisbry of any malpractice claims against me. 1 understand that this information is
extremely sensitive and confidential. I acknowledge that SVMIC is protective of this information and will
only release it upon my express and unambiguous consent and direction. I have decided, for reasons
related b my practic€, that certain information from SVMIC be provided as requested. I authorize
SVMf C to provide to lhe above person or organization informaton relating to reports d any medical
prdessional liability claims activity against me on record with SVMIC, but specifially limited to: 1)
claims that have resu,ted rh pad /osses fseft/ements), andtor 2) lawsuits (open or closed).

I HEREBY RELEASE SVMIC, ITS OFFICERS, DIRECTORS, ETPLOYEES, AND AGENTS FROM
ANY CLAIMS, LIABILITIES, ACTIONS, DAIIIAGES, OR OTHERVTIISE, FOR THE RELEASE OF SUCH
INFORMATION IF SUCH RELEASED INFORMAIION IS DELIVERED IN GOOD FAITH AND WITHOUT
MALICE. I ALSO ACKNOWLEDGE THAT MISTAKES MAY OCCUR IN THE PROVISION OF SUCH
INFORMATION, AND, WITHOUT LIMITING THE FOREGOING, ISPECIFICALLY RELEASE SVMIG, ITS
OFFICERS, DIRECTORSi, EMPLOYEES, AND AGENTS FROM ANY CLAIMS DUE TO INCORRECT,
MFDELTVERED, OR OTHERWSE INAPPLICABLE INFORMANON IF SUCH ERRORS OCCURRED IN GOOD
FAITH, AND UPON DISCOVERY, SV]TIC TAKES REASONABLE CORRECTIVE ACTIONS.

THIS AUTHONZATION WILL REMAIN IN EFFECT WTIL SPECIFICALLY REVOKED BY ME IN WN'TING.

DATE:
Signature of Practitioner/Health Care Provider

PRINT NAME

Policy #

* *Extender Employees - Provide Name of Policvholder
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