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                 MEDICAL RECORDS RELEASE AUTHORIZATION 
 
 
I__________________________ hereby give permission for my complete  
  (please print name) 
 
Medical Records to be released to: ____________________________________ 
 
From: ___________________________________________________________ 
 
Concerning my illness and/or treatment. 
 
 
Patient’s Social Security # _______-_______-_______ 
 
Patient’s Date of Birth ______/______/______ 
 
 
 
 
________________________________ Date _____/_____/______ 
Signature 
 
 
Driver License Info (attach a visible copy of card with form) 
 
_____________________________________________________________ 


