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Authorization for Medical records release

I,













Print Patient’s Full Name

Last 4 digits of ss#:



   Dob: 






Authorize the release of my medical records to the following:
 FORMCHECKBOX 
   Physician

 FORMCHECKBOX 
   Self   $ 50 prepayment attached.
Name: 











Address: 





  City: 






State: 






  Zip Code: 





Phone:  





 Fax: 










 FORMCHECKBOX 

Office notes





 FORMCHECKBOX 

pathology reports





 FORMCHECKBOX 

Lab RESULTS
Please indicate the reason that you are requesting your medical records be sent to another provider.
​​​​​​​​​​​​​​​​​​​

 Patients Signature  OR Responsible Parent if a Minor
Date of Authorization
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