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Records Release 

AUTHORIZATION TO RELEASE 
INFORMATION 

To:  __________________________________________________________________________ 

Phone:  _____________________________ Fax: _____________________________________ 

Patient Name: _______________________________ DOB:______________________________ 

Please release the records indicated below to _________________________ for the purposes of 
diagnosis and treatment. 

 Records  Diagnosis  Treatment  Reports  Imaging Reports 

 Other: _________________ 

Signature: _________________________________________ Date:  ______________________ 
 Patient    Parent   Guardian 

Please send records via: 

 Fax:  ___________________________

 Email: _________________________

 Mail: ____________________________  
 ___________________________________  
 ___________________________________  
 ___________________________________  
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