
Medical Record Release Authorization 

Patient Name: ________________________________DOB: 
Phone: ____________________________ 

Alternate Names (Maiden name , etc.) 
______________________________________________

Release From: __________________________________
______________________________________________ 
______________________________________________ 

Send To: ______________________________________ 
______________________________________________ 
______________________________________________
Release copies of the following: (check) 

All medical records (last 3 years) 

For the purpose of: 

_______Continuing Care Personal Copy 

_______Disability Determination 

_______Immunization Records 

_______Insurance Claim Legal Claim Other: 

_______Test Results 

This authorization is in effect for the following time period. Upon conclusion 
of this time period, this authorization is automatically revoked. 

Time Period: ______________________________________________ 

To______________________________________________ Patient / Legal 

Guardian Signature ______________________Date:__________
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