

	MEDICAL RELEASE AUTHORIZATION


	You are hereby authorized to release records and information pertaining to my medical care and treatment, including psychiatric, drug abuse, alcoholism, and/or communicable disease records.

	I understand that the information authorized for release may include information that could be considered information about communicable or venereal diseases, which may include, but are not limited to diseases such as hepatitis, syphilis, gonorrhea and the human immunodeficiency virus also known as acquired immune deficiency syndrome (AIDS).

	Please transmit one (1) copy of any information, including forms, reports, charts, x-rays, memos, notes, diagrams, etc., which you have in your possession concerning my physical and mental condition, care, treatment and expenses to:

		Lynn Paul Mattson  
		Doerner, Saunders, Daniel & Anderson, L.L.P. 
		320 S. Boston Avenue, Suite 500
		Tulsa, OK 74103-3725

	This information is requested in connection with a lawsuit that I have filed.  This Authorization may be a photocopy and is effective for twenty-four (24) months from the date of the execution.  This Authorization does not permit verbal communication with my physician or any support personnel unless my attorney is present at the meeting.


	DATED this ______ day of ___________, 2001.


				(Signed)	_____________________________________
						Name:  John A. Casey


Date of Birth: 	  05-28-69        

Social Security No.: 	561-08-2099	
