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RELEASE OF MEDICAL RECORDS 
 
 
 
 I, __________________________________, born_______________ and residing  
 
at______________________________________________________________________  
 
 
give Dr. _______________and staff permission to release a copy of my medical records  
 
to the following: 
 
1._____________________________________________________________ 
 
2._____________________________________________________________ 
 
3._____________________________________________________________ 
 
4._____________________________________________________________ 
 
 
 
 
__________ ____________________________________________________________ 
Date             Signature of Patient/Legal Guardian  
 
 

 
 


