Medical Records Release Authorization Form

Patient Information

Full Name

Date of Birth

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

[~ AllMedical Records [ Records from to r Other (specify):

Purpose of Disclosure



Authorization & Signature

| unders tand that this authorization will remain in effect for one year o until Irevoke it inwriting.
| unders tand that authorizing the dis closure ofthis information s voluntary.

Patient Signature

Date

Legal Representative (if applicable)

Relationship to Patient

This autharization complies with the Health Ins urance Porability and Accountability Act{ HIPAA) regulations .
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