Authorization to Release Medical Records
This document must be signed by the patient or person authorized by law.
___________________________________

__________________________________________
Name of Patient

   Date of Birth

___________________________________

__________________________________________
Social Security Number

   Other identifying information if applicable



(other names)

Release medical records to:
_____________________________________________________________________________________________

Name     
_____________________________________________________________________________________________

Address  
_____________________________________________________________________________________________

Address   
_____________________________________________________________________________________________

Phone   
Fax    
The information will be used on my behalf for the following purpose(s):

_______________________________________________________________________________

_______________________________________________________________________________

I authorize______________________________________________________________________
to release a copy of the following medical records described as:
_______________________________________________________________________________

_______________________________________________________________________________
I authorize transmission of these records by facsimile (5 pages or less), if possible in order to expedite this process.

Send Records Via:  (Mail    (Fax (5 pages or less, when possible)
____________________________

_________________________________________
Date

Signature of Patient or Person Authorized by Law

I understand that I am solely responsible for any cost related to the release of my medical records.
