
 

 

           

 

AUTHORIZATION TO RELEASE MEDICAL RECORDS 
           

 

 

 

I, ______________________________________, authorize the release 

of my medical records to: 

 

_________________________________________ 

Name 

 

__________________________________________ 

Relationship (Self, Parent, Spouse, etc.) 

 

 

___________________________________________ 

Signature 

 

__________________________ 

Date 
 


