
 

 

 

 

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 

 

 

Re:  _________________ 

 

                                                         Date of Birth:  __________________  

 

I hereby authorize and request  ____________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

 

 

  To furnish any and all information concerning my medical history from  

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_________________________________________________________ 

 

 

___________________  Signed  ______________________________ 
(Patient, or parent, if patient is a minor) 

 

 

 

 


