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AUTHORIZATION TO RELEASE MEDICAL RECORDS

Patient: DOB:

Address: Telephone/Cell:

Authorizes and Requests:

To send copies of the following medical records
(please be specific: i.e. last two office notes, imaging, lab results, etc. — or all medical records from [date] to [date])

Copies to be sent to:

How would you like them sent (i.e. faxed, mailed or picked up):

Patient Signature Date

The attached contains confidential information intended only for the use of the party to whom it is addressed. If you are
not the intended recipient, please be aware that you are strictly prohibited from sharing, distributing or copying this
document. If you have received this information in error, please inform the individual listed above immediately. This
office is not responsible for the confidentiality of this information once it leaves our office. 8-17-17




