
Medical Records Release Authorization Form
Patient Information

Full Name

Date of Birth

MM/DD/YYYY

Phone Number

Address

Release Information

Release Records From (Doctor/Facility Name)

Provider Address / Contact

Release Records To (Name/Organization)

Receiver Address / Contact

Information to be Released

 All Medical Records   Records from From  to To   Other (specify):

Describe specific records, if any

Purpose of Disclosure

e.g., Continuation of care, insurance, personal



Authorization & Signature

Patient Signature

Sign here

Date

MM/DD/YYYY

Legal Representative (if applicable)

Relationship to Patient
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